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ABSTRACT 
The study investigated the perceived role of “Igbe” religious practice in the development of 
mental illness among the Tiv people of Benue State. A qualitative and quantitative research 
design was used for data collection in the study. The Igbe Inventory (II) developed by the 
researcher and Religious commitment Scale (RS) by Worthington and others (2012) were used 
for data collection. One thousand six hundred participants comprised of 1037(64.8%) males and 
503(38.1%) females were drawn from the four geopolitical zones of the Tiv speaking language 
using convenient and purposive sampling technique. Five hypotheses were postulated for the 
study and tested using ANOVA, Chi-Square, Independent t-test, and correlation. The result 
revealed a positive influence of “Igbe” to the development of mental illness [β=-.553, t = 24.397; 
p<.001] and a significant positive difference between the young and their older counterparts in 
the developoment of mental illness [t (1359) = -4.090; p<.001]. The result further revealed a 
significant positive influence of “Igbe” religious practice to other ethnic groups in development 
of mental illness [X2 (4) = 417.251; p<.001] and a siginifcant positive difference between male 
and their female counterparts in the development of mental illness among the Tiv people of 
Benue State [t (1397) = 5.323; p<.001]. Finally the result revealed a significant positive 
interaction effect of age [F (1, 1350) = 41.556; p<.05] and sex [F (1, 1350) = 170.396; p<.001]  
on the influence of “Igbe” religious practice in the development of mental illness among the Tiv 
people of Benue State. One among the recommendations was that cultural and religious practice 
should always be considered by clinicians when handling issues of mental illness in Tiv land and 
across other tribes for effective treatment and etiology of mental illness.  
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CHAPTER ONE  
INTRODUCTION 
1.1 Background to the Study 
Mental illness implies deviation from some clearly defined norms of the society. That is why, 
when any human being changes his/her behavior unexpectedly from the normal way of life, the 
public construes these signs as mental illness. Many cultures view mental illness as a form of 
religious punishment or demonic possession. In ancient Egyptian, Indian, Greek, and Roman 
writings, mental illness was categorized as a religious or personal problem. In the 5th century 
B.C., Hippocrates was a pioneer in treating mentally ill people with techniques not rooted in 
religion or superstition; instead, he focused on changing a mentally ill patient’s environment or 
occupation, or administering certain substances as medications. During the middle Ages, the 
mentally ill were believed to be possessed or in need of religion. Negative attitudes towards 
mental illness persisted into the 18th century in the United States, leading to stigmatization of 
mental illness, and unhygienic (and often degrading) confinement of mentally ill individuals.  
Available information indicated that religiosity and culture can be associated with mental 
illnesses including better mental and physical health, better coping and higher well-being (Arndt, 
Kazimierz & Janusz, 2014; Chittaranjan, 2014). Nigeria is a culturally diverse country where it is 
believed that, in every 40.234 kilometers we come in contact with people from a diverse culture. 
Our country is also associated with more spiritual traditions from primeval times; and is known 
as a home of all religions and cultures. Culture and religion play a vital role in directing, shaping, 
and modeling social behavior at both individual and group levels (Pandey, 1988).Mental 
illnesses are common and a universal phenomenon ( Moodie & Walker, 2005). So, a one line 
definition of mental illness cannot be accepted in this complex cultural society (Behere, 
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Das,Yadav & Behere, 2013). The culture shapes the cause and probable treatment of mental 
illness. The perspective and perception of mental illness and treatment practices also vary with 
the respective culture (Wagner, Duveen, Themel & Verma, 1999).  
The concept of illness, either mental or bodily, implies deviation from some clearly 
defined norms of the society (Szasz, 1960). That is why, when any human being changes his/her 
behavior unexpectedly and behaves differently from the normal way of life, the public construes 
these signs as mental illness. These changing behavioral indications are described by Muslims as 
possessed by ‘Peer’ and illustrated by Hindus as possessed by ‘Goddess’ (Behere et al., 2013).  
Due to the lack of instruments or devices through which we can measure the exact cause of this 
changing behavior a lot of causes come into the picture for mental illness. As a result, culture 
and religion are playing a major part in determining the different causes of mental illness and 
shape the treatment process accordingly. The people sometimes blame demonic spirits or curse 
of the past life as the cause of mental illness (Magnier, 2013).The concept of mental illness is 
changeable over time, but it is specific to culture at a given time in its history (Foucault, 1965; 
Szasz, 1960). Culture has a prominent role in the perception, experience, response, treatment, 
and outcome of mental illness (Siewert, 1999). Culture not only influences the mental illness, but 
also it is an essential part of it (Sam & Moreira, 2012). Therefore it is necessary to give details 
about the culture for understanding its relationship with mental illness. 
In Tiv culture, the onset of mental illness is basically associated with the superstitious 
powers of Akombu (Igbe). Akombu is the general deitic term that encompasses all aspect of Tiv 
various superstitious Goddess powers which Igbe is one among and has its specific function and 
effects that lead to differentiation from other powers. This is known through the signs and 
symptoms of the person experiencing the Igbe by the elderly people of the land and such a 
person is taken to the appropriate place for treatment. Akombu (Igbe) can be defined as a Tiv 
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deity that is responsible for irregular menstruation, abortion, serious vomiting, bleeding, 
impotence in men, fertility of the land, badluck and infertility in women (Gbenda, 1979). 
According to an informant, Timve (2018), a native doctor from Mbatyav of Gboko Local 
Government,  “Igbe is a specific problem or illness that is used by the Tiv people as a means of 
social control within the community because it cannot just affect someone, it is either the person 
has stolen something that the Igbe is used to protect, or the person walked close to the emblem or 
touched the emblem or if consciously or unconsciously the person urinates close to the emblem, 
then he or she automatically becomes a victim of Igbe”. Also according to another informant, 
Atorough (2018), a native doctor from Kwande Local Government, that Igbe in Tiv land has its 
origin from the ancestral father of the Tiv people called Tiv and is a very strong deity among 
Akombu that is used specifically for the protection of agricultural products and can cause a great 
deal of mental illness to any person that touches or steals such product. And if not dictated 
quickly can lead to death within a couple of days. 
Culture and Mental illness cannot be isolated. Culture plays a crucial role in the 
perception of mental illness. Cultural relativist emphasizes that concepts are socially constructed 
and vary across cultures. Mental illness is a social construct. Hence, different cultures have their 
own beliefs to find the etiology of mental illness, as well as treatment and intervention processes 
(Jimenez, Bartels, Cardenas, Dhaliwal & Alegría, 2012).  Kroeber and Parsons (1958), define 
culture as a transmitted and created content and patterns of values, ideas, and other symbolic 
meaningful systems as factors in the shaping of human behavior. Culture consists in patterned 
ways of  thinking, feeling and reacting, acquired  and transmitted mainly by symbols,  
constituting the distinctive achievements of human groups, including their embodiments in 
artifacts; the essential core of culture consists of traditional  (i.e. historically derived and 
selected) ideas and especially their attached values. There are significant variations in the 
cultural views of mental illness across cultures (Mehraby, 2009). Culture influences the 
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epidemiology, phenomenology, outcome, and treatment of mental illness (Viswanath & 
Chaturvedi, 2012).  
Substantial body of research has indicated that religious practice is associated with mental 
illness. Religion of one kind or another has existed in all societies and it has had profound effects 
on the lives of those who practice it. According to James (1990), Religion is a belief in a power 
superior to man, which is believed to direct and control the course and nature of human life. 
Malcolm (2001) is of the view that religion can be seen to be the product of psychological 
factors inherent in all human beings and on the other it is seen as providing support for social 
values and social stability. He believes that religion originates from the mind out of fear and 
security for the group cohesion guided by the moral principles of social values to stabilize the 
social system. Empirical studies have identified significant links between religion and mental 
health. Religion as a discipline is a matter of great concern for social scientists in general and 
psychologists in particular since it plays an important role in directing, shaping and moulding 
social behavior at both the individual level and group levels. Although religion is a universal 
institution, it affects to a great extent the thought and behavior of individuals living in a multi 
religious country like Nigeria. Each religion codifies and expresses the cultural values of the 
society as a whole. 
The manner in which the individual adheres to religion has tremendous effects on his 
personality, attitudes, behavior and overall outlook of life. It is closely related with the 
development and change of attitudes and beliefs, the arousal and reduction of anxiety and guilt 
and the determination of cognitive and motivational processes. Religion is an important 
dimension of people’s lives around the world. Of world’s six billion people approximately 2/3rd 
are either involved in religion or have been affected by religion in important ways. The 
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worldwide interests in religion suggest that, knowledge of religion and its various dimensions 
would improve the understanding of human behavior and mental processes. 
Evidence of religious practices playing a role in human life dates back 500,000 years ago 
when ritual treatment of skulls in China took place during the Paleolithic period (Smart, 2007). 
Why has religion persisted over this vast span of human history? What purpose has it served and 
continues to serve? Perhaps one can argue here that religion is a powerful coping behavior that 
enables people to make sense of suffering, provide control over the overwhelming forces of 
nature (both internal and external), and promote social rules that facilitate communal living, 
cooperation, and mutual support. 
Until recently, religious practices and mental illnesses were closely aligned. Many of the 
first mental hospitals were located in monasteries and run by priests. With some exceptions, 
these religious institutions often treated patients with far more compassion than did state-run 
facilities prior to 19th century mental health reforms (reforms which were often led by religious 
persons such as Dorothea Dix and William Tuke). The first form of psychiatric care in the 
United States was moral treatment, which involved the compassionate and humane treatment of 
the mentally ill, a revolutionary notion at a time when mental patients were often put on display 
and/or housed in despicable conditions in the back wards of hospitals or prisons.  Religion was 
believed to have a positive, civilizing influence on these patients, who might be rewarded for 
good conduct by allowing them to attend chapel services. 
In the late 19th century, however, the famous neurologist Jean Charcot and his star pupil, 
Sigmund Freud (1962), began to associate religion with hysteria and neurosis. This created a 
deep divide that separated religion from mental health care for the next century, as demonstrated 
by the writings of three generations of mental health professionals from Europe, the United 
States, and Canada. 
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Today, however, attitudes toward religion in psychiatry have begun to change. The 
American College of Graduate Medical Education now states in its Special Requirements for 
Residency Training for Psychiatry that all programs must provide training on religious or 
spiritual factors that influence psychological development (Jean, 1986). Part of this change has 
been driven by scientific research over the past two decades that suggests religious influences 
need not always be pathological, but can actually represent resources for health and well-being. 
Mankind has grown more secular yet religion continues to exert its hold on its psyche. 
Scientific enquiry has undermined religious beliefs but failed to demolish it (Hugh, 2010). More 
so, Agber, (2014), admitted that the fact that religion used to form a crucial aspect of identity for 
majority of Tiv people, it can be asserted that much of the Tiv history can be understood through 
the interplay among its few religious groups or sects. One of the few and most crucial religions 
born in Tiv is ‘Jôv (Ijôv)’, a collection of diverse doctrines, sects, and way of life followed by 
the great majority of the population. Shishima (2005) identified the Ajôv (plural for Jôv) sects as: 
IjôvAôndo, IjôvAgeraiber (Agerabyer), IjôvAgabi, IjôvGyariyô and IjôvAkpa, IjôvNyian, 
IjôvPupuu, Ijôv il, IjôvIhuraVanger, IjôvMnger, Ku ngu Uma, IjôvAyaba, Wanlisa and 
Kumendur.Tiv traditional religion can be defined as a Tiv indigenous system of beliefs in 
‘Aôndo’ (God), as manifested in Akombu (Igbe) and practice directed towards the fundamental 
concern of the Tiv society or nation. Importantly, despite callous attacks by the British colonial 
and western Christianity on the Tiv Indigenous Religion, its resilience is rewarded by the gluing 
force of capacitation to solve the culture waning problems of Tiv society which the colonial 
customs and western Christian religion cannot solve. The early Tiv western Christian converts 
made countless attempts and resolutions to sweep out completely, the Tiv Indigenous Religious 
practices and the Tiv culture however, after an eternity of resolutions, doubts, indecisions and the 
resilience of the Tiv religion murdered their lukewarm machinations that would have towed the 
tradition into unsolicited silent extinction (Agber, 2014). 
7 
 
Religion is commonly regarded as consisting a person's relation to God, ‘gods’ or spirits. 
Incantations, recitations, moral conduct and worship are possibly the most basic elements of Tiv 
traditional religion nevertheless, right belief, and participation in religious institutions are general 
fundamental rudiments of the religious life practiced by followers and parishioners as 
commanded by the Tiv religious solons and oral dogma.  
Wegh (1998) believed that Tiv religious thought is hinged on three basic concepts. These 
are Aondo, Tsav and Akombo (Igbe) all of which work together for stability, harmony and 
communal wellbeing and Lugira (2009) identified Tiv Religion as one of the Central Africa 
living religions. Waapera (2014) observed that the Tiv religion and culture are intricately 
intertwined with their cosmology. As a consequence, their religious beliefs, physical and 
metaphysical conceptions constitute in its entirety, an inseparable worldview. Tiv cosmology 
basically centers on the existence of Aôndo (God), akombo (Igbe), tsav (witchcraft), azôv and 
ujijingi (spirits) all conceived as supernatural while, Or and Umache (man and human), Tar 
(land, district, locality) and Gbaaôndo (nature) are similarly conceived as natural.  
Moreover, there are contextual similarities that exist between the Western Christianity 
and the Tiv Indigenous or Traditional Religion (TTR or TIR). Agber (2014) asserted that there 
are contextual similarities that existed between the Tiv Traditional Religion and the Western 
Christian Religion. This can be seen in issues like the TivTyumbun (Tiv water baptism) and the 
Christian water baptism, the Tiv Iyoughki Yan sha Suagh (Tiv Holy Communion) and the 
Christian Holy Communion, Tiv ikpyagher í kuraiyol (Tiv Protective Amulet) and Christian 
scapular or chaplet, Tiv Akeshi or Akweshi (Tiv Anointing Oil) and Christian Anointing Oil 
among others.  
The Tiv people also had their own culture and traditions and therefore, the new religion 
that came should have established on the practices that contextually had similarities with the 
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Holy Bible’s practices instead of abolishing the Tiv traditions directly or indirectly on the 
platform of the Christian religion. 
In Tiv cultural society “all mental illness is attributed to the violation of a particular 
“Akombo” for example, “Akombo” “a Igbe” is the protective emblem whose violation results in 
infection by dysentery” (Hagher, 1989). Indeed, in Tiv mytho-lectics, diagnostic symptoms of 
mental illnesses and diseases: cough (houghtingir), common cold (gbakundu), whooping cough 
(hough u bar), fever (iyolhian), malaria (iyolgenger), gangrene (ibya), dysentery, diarrhea 
(akongu a haan, igbeinyian), diabetes (suga), body aches, paleness of skin, drooping eyelids, 
anaemia, wiry or falling hair (veekombo); impotence, infertility, hemorrhage, (ikyôôr, 
akomboadam, akombogbande); rashes, boils, blisters, hard scaly pimples, distended belly, 
rheumatism, gastronomic disorders and ulcers, sores in the private parts, helpis, etc and other 
psycho-social maladies of ill-luck, poverty, joblessness, childlessness are all covered by the 
pantheon of Tiv trado-religious medicare and have appropriate cult discourses associated with 
the controlling akombo deities. 
The spirit behind the various Akombo is always associated with natural phenomena to 
which they can be summoned at will by the human agents (Mbatsav). In other words, their 
presence is usually enshrined in natural objects and images, which are artistically carved or 
adorned, or beautifully designed amulets, fetish threads, perfume, cultural hold all-bag 
(Ikpaiabôr), etc. These objects and images go by various Tiv appellations including 
“Imborivungu”, “Atsuku”, “Ubende”, “Ikpyagher”, “WunaIngban-Ijôv”, “Poor”, “AtsuKwase”, 
“Laya”, “Swem”, “Gbegba”, etc. These are material symbols of spiritual significance. The 
cultural artifacts are simply the product of the creative imagination but they are considered 
essential in the visual representation of the supernatural forces and their evocative potency. In 
fact, there is profound visual poetry and artistry in their design and presentation.  
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Downes (1933), for instance, gives a graphic description of the artistic input that goes 
into the design of the Tiv “Imborivungu” cultural masterpiece: It consists of portions of the 
actual femur bone of the departed family father, with a voice hole in the centre. The lower end of 
the bone is covered with fine, strong membranes of the spiders egg capsule or it is said 
sometimes bat wings (both of which have significance as belonging to animates of nocturnal 
habits) firmly fixed in place with gum and this forms a vibratory medium. The upper end of the 
bone is inserted and firmly fixed into the base of the actual skull of an ancestor which is dressed 
with human hair said to be that of the ancestors and decorated with asah (beads). Actually, 
“Imborivungu” is symbolically an embodiment of an abstract discourse through which the living 
pay homage to the great ancestor spirit and is said to be part of the traditional spirituality. 
Therapeutics is the branch of medicine concerned with the treatment of mental illness and 
disease and the action of remedial agents. Tiv therapeutic system is better understood with the 
concept of Akombo and Igbe been one part of the Akombo (cosmic forces) and twer (medicine 
and healing). Akombo and twer in Tiv culture was part and parcel of Tiv religion. Tiv cultural 
religion sought the ultimate good of Tiv just like the practice of akombo and twer. This 
understanding is an explanation to the functional relationship between the aspects of Tiv 
religion; Aondo, gbaaondo, akombo, tsav and twer. Aondo is the Supreme Being and the creator 
of all things. His power, wisdom, presence, supremacy and sovereign authority are expressed in 
gbaaondo (the divine nature of God and his instituted order in creation). The Tiv believe that 
man is the crown of creation; and is not only the most important creature, but is so endowed that 
he even shares in God’s work of creation in sustenance of gbaaondo (order in creation) by 
ensuring that there is goodness and harmony in the world. This is realizable via God’s given 
potent force akombo. Akombo are spiritual forces created by Aondo to regulate the cosmos and 
to protect it from malfunctioning. The existence of this may be discovered by man, as well as the 
ways in which their equilibrium may be restored when they have been disturbed. It is the Tiv 
10 
 
conviction that human actions are capable of disrupting the spiritual or supernatural order 
established by Aondo. Right actions promote equilibrium in the created order while negative 
actions disrupt the created orderliness and breed suffering and sickness, amongst others. When 
good or right conduct is maintained, there exist good relationship with the sacred and the 
ultimate source of goodness. This was the reason why the Tiv lands of ancestors were purified by 
rituals and sacrifices; and certain acts outlawed and supervised with another spiritual force called 
‘Tsav’. 
Tsav was a spiritual tool used by the Tiv to outlaw certain behaviour that opposes the 
harmonious functioning of the spiritual universe. Tsav is more of unseen or mystical forces. It is 
the invisible part of man’s indwelling psychic powers with dual application. Tsav can be applied 
rightly (positively) and wrongly (negatively). A man who applies tsav wrongly (for selfish gain 
or evil intent) is considered a bad man, wicked man, and sorcerer and doomed for his actions. 
Tsav is applied rightly for good and effective communal living. This permeates communal 
activities in the practice of medicine, divination, healing, priesthood, kingship and 
socioeconomic activities; and Tiv encourages good tsav while bad tsav is abhorred. In Tiv 
ideology, the holistic nature of reality is of deeper illumination to therapeutics; causes of disease 
and the practice of medicine. The purpose of medicine is to cure disease. The medicinal 
importance of herbs and animal parts are well known to the practitioners of Tiv medicines. A 
sick man is interested in cure and the practitioner examines him/her, diagnoses and gives 
appropriate medicine. The Tiv have an understanding of nature, knowledge of how it works and 
they utilized this understanding and knowledge for the benefit of human beings through what we 
call twer/kwaghsoron (medicine). Apenda (2008) maintained that the Tiv do not only have the 
knowledge of the various diseases but they also have numerous recipes for cure of such diseases. 
It is true that we do not have official published books with list of medicine preparations and 
directions for their use; yet, we know that many Tiv healers transit orally their knowledge either 
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to their children or apprentices. In Tiv world-view diseases have supernatural or non-
supernatural etiological causes. Illnesses that are attributed to supernatural causes are those that 
have their origin in supersensible forces, agents or acts that cannot be directly observed or have 
manifestation of causes. 
Such supernatural causes in the case of the Tiv as in many others are sorcery, witchcraft 
and spirit intrusions. On the contrary, Moti and Wegh (2001) maintained that non-supernatural 
explanation of illness is based principally on observable cause-and-effect relationship. None the 
less, an illness regarded as non-supernatural from the beginning may in the course of time turn 
out to be supernatural. The first indication of this development is that the illness fails to respond 
to long established therapeutic measures. Explanations of cause-and-effect include inherited 
disease or diseases as the case may be. As a result of this, the Tiv usually pay particular attention 
to investigation of hereditary diseases before marriage arrangements are made. Diseases are 
treated in three ways; by killing something, by simply giving medicine, and by washing away 
evil thoughts. In each case the nature of the treatment required may be determined by divination. 
Some ailments can be diagnosed by merely looking at the patient; he is told to carry out the rites 
and, if only the akombo is the cause, the sickness will leave him. But in the case of more obscure 
disease the akombo must be properly revealed by divination before it can be set right. The 
divining chain will show whether it is necessary to kill an animal, as well as applying medicines 
(both internally and externally) in order to cure the disease, or whether all that is needful is to 
wash away the curse in order that the medicine may be effective, Diseases in the Tiv society 
were inevitable. However, the Tiv had ways of checkmating diseases with cure. The terrible 
diseases in Tiv history that claimed so many lives were smallpox, influenza epidemic, gonorrhea, 
yaws, and the Tiv traditional medicine and healing was able to hush it before the advent of 
missionaries and western medicine. Sai (1939) posited that, there used not to be so much 
sickness and mental illness among the Tiv as there is today, and plagues did not afflict the land 
12 
 
as frequently as they do now. The old men say that their land has changed since the white man 
came. 
One can deduce that right from origin the Tiv people had a strong tie with Igbe, religious 
practices and culture to the development of mental illness but no research was ever carried out to 
relate these variables to the development of mental illness in Tiv land which is the fulcrum of 
this research study. 
1.2 Statement of the Problem 
In Tiv land, Igbe cannot be isolated from the development of mental illness. The role of 
religious practices and culture of Tiv is so much attached to the development and treatment of 
mental illness that if investigated will add to the knowledge of culture and religious bound 
syndrome in the field of mental health. Igbe in Tiv land has received a lot of attraction by various 
researchers in other fields of study, although in the field of clinical psychology no research has 
so far been carried out concerning Igbe to the development of mental illness which the present 
study considers as a great lacuna that needs to be filled. Also the Tiv culture, religious practices 
play a significant role in the development and treatment of mental illness which researchers can 
search for ways of diagnosis, management and promotion of mental health in Tiv land.  
The researcher’s desire is for mental health professionals to start looking at inward causes 
and treatment of mental illness rather than totally relying on the Euro-American perspectives. 
Apart from that, culture and religious practices of a particular ethnic group can bring out new 
perspectives if investigated in the field of clinical psychology that will help in identifying the 
etiology of mental illness and how such mental illnesses can be treated. 
There is every need to find out how Igbe religious practices among the Tiv culture 
influence the development of mental health as this will go a long way to add to the existing 
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knowledge of the impact of culture and religious practices in the development and treatment of 
mental illness.  
1.3 Aim and Objectives of the Study 
The aim of this study is to investigate the perceived role of “Igbe” religious practice in the 
development of mental illness among the Tiv people of Benue State with the following specific 
objectives; 
i. To examine the influence of “Igbe” religious practice on the development of mental 
illness among Tiv people in Benue State. 
ii. To ascertain if “Igbe” religious practice has influence on the young more than their older 
counterparts on the development of mental illness among the Tiv people of Benue State. 
iii. To explore if “Igbe” religious practice has influence on other ethnic groups in the 
development of mental illness.  
iv. To determine if “Igbe” religious practice has influence the male more than their  female 
counterparts in the development of mental illness among the Tiv people of Benue State 
v. To ascertain the interaction effect of age and sex on the influence of “Igbe” religious 
practice in the development of mental illness among the Tiv people of Benue State. 
1.4 Research  Questions 
This study tried to provide answers to the following questions. 
i. What will be the influence of “Igbe” religious practice on the development of mental 
illness among Tiv people in Benue State? 
ii. How will “Igbe” religious practice influence the young more than their older counterparts 
on the development of mental illness among the Tiv people of Benue State? 
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iii. Will “Igbe” religious practice influence other ethnic groups in development of mental 
illness?  
iv. How has “Igbe” religious practice influence the male more than their  female 
counterparts in the development of mental illness among the Tiv people of Benue State 
v. What is the interaction effect of age and sex on the influence of “Igbe” religious practice 
in the development of mental illness among the Tiv people of Benue State? 
1.5 Significance of Study 
The study is significant in the field of clinical psychology as it will help provide more 
evidence on the impact of Igbe in Tiv land to the treatment and development of mental illness. It 
will open up more options to the etiology and treatment of mental illness among practitioners in 
Tiv land and will promote research activities to Nigerian clinical psychologist and other mental 
health professionals in terms of looking inward to the enhancement of mental health profession. 
The study is important because relating culture, religious practices and the development 
of mental illness will improve and provide more evidence to the development of future DSM that 
will include more religious and culture bound syndrome. As a new research in the field of 
clinical psychology involving Igbe in Tiv land, this will open new areas for research especially 
concerning the genesis development and treatment of this culture –bound symdrome among 
other cultures in Nigeria and the global society. 
1.6 Scope of Study 
The study was carried out in Tiv nation which comprise of 14 local governments out of 
the 23 local governments in Benue state. The 14 local governments that are inhabited by the Tiv 
nation is divided into five (5) geo-political zones viz: Jechira, Jemgbagh, Kwande, Minda and 
Sankera were visited and interview was carried out of Igbe in view of the paucity of literature in 
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the field. This study was limited to Tiv people in Benue state alone due to the peculiarity of 
“Igbe” among the Tiv people. 
1.7 Operational Definition of Terms 
Igbe: is a Tiv deity that is responsible for inflicting evil on offenders such as persistent irregular 
menstruation, miscarriages, serious vomiting, bleeding, impotence in men, and infertility of the 
land, bad luck and infertility in women. It serves as a means of social control within the 
community because it cannot just affect someone, it I s either the person has stolen something 
that the Igbe is used to protect, or walk close to the emblem or touch the emblems or if 
consciously or unconsciously the person urinates close to the emblem, then he or she 
automatically becomes a victim of Igbe. 
Igbe Ikiriki (Small Igbe): is a Tiv deity that mostly affects males as compared to their female 
counterparts 
Igbe Ivesen (Big Igbe): is a Tiv deity that mostly affects females as compared to their male 
counterparts 
Religious Practices: are aspects of religious behavior which is characterized by peculiar acts or 
practices, observances and performances executed under the umbrella of religion, such as moral 
principles or morality, socio-religious norms, ceremonies, magic, rites and rituals, taboos, 
superstition, where the believers consider it an obligation or feel indebted to it for their life as 
they have faith in it.  
Culture: is a patterned way of  thinking, feeling and reacting, acquired  and transmitted mainly 
by symbols,  constituting the distinctive achievements of human groups, including their 
embodiments in artifacts; the essential core of culture consists of traditional  (i.e. historically 
derived and selected) ideas and especially their attached values. 
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 Mental Illness: is a health related problem that significantly affects how a person feels, thinks, 
behaves, and interacts with other people. It is diagnosed according to standardized criteria as 
contained in the Diagnostic and Statistical Manuel for mental illness (DSM). 
Tsav: Is a superstitious belief among the Tiv people. 
God: The all supreme and almighty creator of the universe. 
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CHAPTER TWO 
LITERATURE REVIEW 
2.1 Conceptual Review 
2.1.1 Mental Illness 
The definition of mental illness has changed from the mid-20th century to modern times, 
moving from a diagnosis-focused to a person-focused definition of mental illnesses, and from an 
“absence of disease” model to one that stresses positive psychological function for mental health. 
Currently, Mental illness refers to conditions that affect cognition, emotion, and behavior (eg, 
schizophrenia, depression, autism). Formal clinical definitions now include more information (ie, 
we have moved from a partial to a more holistic perspective and transitioned from a focus on 
disease to a focus on health). The informal response has fostered a parallel transition from a 
focus on the stigma of mental illnesses to the recognition that mental health is important to 
overall health. 
The concept of mental illness has a variety of meanings in different discourses (Macklin, 
1972). The concept is a multi-faceted one and every discipline adopts its own view points to 
understanding this concept (Aneshensel & Phelan, 1999). The psychological model of mental 
illness focuses on the internal process of an individual, while the social model focuses on a 
socially unacceptable behavior which is labeled as deviant by others (Aneshensel & Phelan, 
1999). Scott and Marshall (2009) referred to mental illness as the judgment of the mind where 
deviance is one of the behaviors. Harlem (2001) is of the view that mental illness is not a 
personal failure; it is just like any other disease (such as cancer, AIDS) that people do not want 
to discuss openly. 
Scott and Marshall (2009) defined mental illness as an illness characterized by the 
presence of mental pathology: that is, disturbances in mental functioning, analogous to 
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disturbances of bodily functioning. In the medical model, mental illness is referred to as a 
disease, or a disease like entity, with a psychological, genetic or chemical base that can be 
treated through medical means (Aneshensel & Phelan, 1999). This model also gives the idea that 
mental illness is a chemical imbalance within the brain, which is a neurotic problem, while the 
social model argues that it is a social dysfunction (Thompson & Bland, 1995). It is the deviation 
from the normal life of the individual and inability to perform the expected and prescribed social 
roles. Mental illnesses are illnesses characterized by the presence of mental pathology: that is, 
disturbances of mental functioning, analogous to disturbances of bodily functioning (Scott & 
Marshall, 2009). Mental illness comprises mental health problems and strain, impaired 
functioning associated with distress symptoms, and diagnosable mental health disorders, such as 
schizophrenia and depression. The concept and distinction between mental health and mental 
illness and the distinction between physical and mental illness are highly variable across cultures. 
In a broad sense, it can be stated that where physical illness is noticeable in the body, at the same 
time mental illness is accompanied with the behavior (Thompson, 2007). Siewert (1999) has 
argued that mental illness cannot be separated from the individual’s social and cultural context 
and culture plays an important role in the perception of mental illness. Cultural anthropologists 
have mentioned that every society has its own culture and social norms which is distinct from 
others and these cultural and social norms define the person as normal or deviant (Macklin, 
1972). 
Trying to define mental illness and distress is not a straightforward process as there are 
many different views, theories and experiences which define for us the nature and causes of 
mental health (Murphy, 2006). People use different words and terminology across culture and 
society to describe what is happening to themselves or people close to them when a behavior or 
action is not understood within what is normal within a society’s culture. Therefore the concept 
of what is normal can then be dependent on who is doing the definition. Beyond the boundaries 
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of debate on the definition of mental illness, mental disorder or mental illness is a psychological 
or behavioral pattern generally associated with subjective distress or disability that occurs in an 
individual, and which is not a part of normal development or culture (korchin, 2004). 
Furthermore, the cause of mental illness is not easily defined unlike many physical illnesses that 
have defined identifiable causes. Different factors are examined and analyzed for the purpose of 
understanding why people developed mental health problems and this resulted into the 
integration of diversified approaches into a model called biopsychosocial popularized by Engel 
(1977).This is because it suggests that we should consider any of the following factors such as 
specific medical problem, bio-chemical or genetic factors, personality, learned behaviour, stress 
vulnerability or relationship difficulties are present. 
Contrary, people in different cultural and social groups explain and view causes of ill 
health, types of treatment they get in different ways. These ways may not match with how the 
medical and mental health professional sees it. The approach for seeking help may take in 
account wider socio-cultural and religious factors as confirmed by Jilek, (2001). Culturally based 
signs and symptoms of mental distress or maladaptive behaviour are observed and explained in 
folk belief and practice” (Sadock & Sadock, 2003).Such patterns are informed by native cultural 
assumptions, sorcery, break of taboo, intrusion of a disease-causing spirit, or loss of soul this 
results from both natural and unnatural causes having sources of external and internal factors 
which includes spirit possession, witchcraft, hostile ancestral spirits, divine retribution, evil 
machination, intrusion of objects, disturbance in social relationship, affliction by gods 
(Idumedia, 2004). There is variation across cultures with regard to the nature, meaning, 
experience, and evaluation of the mental problems. Thus, the broad spectrum of views from 
psychiatrist and psychologists, the submission is that cultural relativity predicts mental disorder 
and cultural-bound syndrome and moreover, African prefers to use treatments that recognize 
their ways of thinking and values system (Idumedia, 2004). 
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Social-cultural perspective to mental disorder has stimulated the evolution of the concept 
of cultural bound syndrome or disorder which is used interchangeably. The term culture-bound 
syndrome denotes recurrent, locality-specific patterns of aberrant behavior and troubling 
experience that may or may not be linked to a particular DSM-IV diagnostic category. Many of 
these patterns are indigenously considered to be “illnesses,” or at least afflictions and most have 
local names (Guarnaccia & Rogler, 1999). Jilek (2001) in his paper has reported that the term 
and the concept of Cultural bound-Reactive Syndrome was introduced in the 1960 by Pow and 
several conditions have since been cited in the literature under a variety of indigenous names and 
are defined as episodic and dramatic reactions specific to a particular community-locally defined 
as discreet patterns of behavior (Hughes, 1996). Around the turn of the 20th century, during a 
period of colonization by western societies, western missionaries, physicians, and others visited 
faraway countries, where they encountered behaviors and unique psychiatric conditions that they 
had never experienced in their homelands, and labeled them peculiar phenomenon (Wein-Shing, 
2006). Most of these conditions were known to the local people by folk names, and even 
treatment. In 1948, Gillin elaborated on magical fright in the Journal of Psychiatry; in 1957, 
Cannon reported on „voodoo‟ death in Psychosomatic Medicine; in 1959, Fernández-Marian 
mentioned a Puerto Ricansyndrome known later as ataques de nervios; in 1960, some are listed 
in a DSM-4 Glossary and in the ICD-10 Diagnostic Criteria for research. Among the terms listed 
are universally occurring dysphoric and anxiety reaction with various somatoform symptoms, 
known in a particular culture under a local name that designates them as appropriate for special 
treatment by traditional healers (Jilek, 2001). However, Hughes (1996) proposed that these 
disorders form a unique and distinctive class of generic phenomenon and that such syndrome 
exist among and afflict only the “other” people who by some criterion are outside the 
mainstream population. 
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2.1.2 Culture 
Anthropologist Edward (1871) has defined culture as that complex whole which includes 
knowledge, belief, art, morals, law, custom, and any other capabilities and habits acquired by 
man as a member of society (Loewenthal, 2006). Edward was the person who used the word 
culture in social sciences for the first time. This definition is very popular, highly accepted and 
gives an understandable depiction about culture. The United Nations Educational, Scientific and 
Cultural Organization (UNESCO,2012), defined culture as the set of distinctive, spiritual, 
material, intellectual, and emotional features of society or a social group, and which 
encompasses, in addition to art and literature, lifestyles, ways of living together, value systems, 
traditions, and beliefs. In social sciences, culture is something related to human society, 
including the social experiences, ethics, attitudes, values and ways of life which are transmitted 
socially, rather than biologically. Culture passes from generation to generation through members 
of the society. Culture has many dimensions which include ethnicity, race, religion, age, sex, 
family values, the region of the country, and many other features (Eshun & Gurung, 2009). 
Social anthropologists place a distinction between ‘culture’ and ‘a culture’; where ‘culture’ 
signifies the social heritage of mankind and ’a culture’ signifies social heritage of a particular 
person (MacIver & Page, 1974). It is a way of life of a particular group/people. As a whole, 
culture is a learned process which changes over time and consists of tangible and intangible 
behaviors. Cultural traits and norms shape our normative behavior practices and beliefs, 
influence our thinking processes and define the everyday activities of a specific human group. 
Nowadays culture has been categorized and is compared between western versus non-western 
and modern versus traditional societies in social sciences (Lefley, 2010). In cultural 
anthropology, it is noted that culture may proceed at three different levels: (i) learned patterns of 
behavior (it is a learning process and defines our behavior); (ii) aspects of culture that act below 
the conscious levels (such as a deep level of grammar and syntax in language); and (iii) patterns 
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of thoughts and perception, which are also culturally determined. Every culture is dynamic and 
different from another (Scott & Marshall, 2004). 
2.1.3 Religion 
Defining religion is an ordinarily difficult task, complicated by the wide range of 
religions of the world, their complex histories, and their cultural meanings. The word religion is 
a transliteration of the Latin word, “religio” meaning to bind fast or fasten up. It is defined as 
reverence for God, or gods, or the fear of God. Religion could be best defined as a human 
attempt to achieve the strongest and the best power in universe. This power is usually called God 
(Puthenangady, 2005).  The term religion refers to beliefs, practices and rituals related to a 
specific established religious tradition. Religion has been defined by different psychologists over 
time. Galloway (1956) has defined religion as the faith in a power beyond oneself whereby one 
seeks to satisfy emotional needs and gain stability of life, and which is expressed in act of 
worship and service. 
William (1902) has regarded religion as the feeling, acts, and experiences of individuals 
in their solitude in relation to whatever they may consider as divine. According to Tamminen 
(1991), religiousness involved a conscious dependency on a deity or God. Tamminen has also 
argued that this dependency or commitment is reflected in an individual’s experiences, beliefs 
and personality, motivating the individual to engage in a variety of behavior, such as devotional 
behaviors and moral behaviors. Hodge (2000) has defined religion as an institutional set of 
beliefs and practices that have been developed in community by people who share similar 
experiences of transcendent reality. Thus, through most of the history of modern psychology, the 
term has been used as both an individual and institutional construct. More recently, however, the 
meaning of religion is becoming regarded into a fixed system of ideas or ideological 
commitment that fails to represent the dynamic personal element in piety. Thus, religion is an 
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institutional phenomenon, social entities or institutions and they are defined by their practices, 
requirements of membership and modes of social organization. 
Some psychologists use the term religion and spirituality interchangeably. More often, 
however, spirituality and religion are teased apart but, according to Pargament (1997), two 
contrasts are common. Spirituality is interchangeably used to refer to the personal, subjective 
side of religious experience. Thus, religiousness represents an institutional, formal, outward, 
doctrinal, authoritarian, inhibiting, subjective, emotional, inward, unsystematic, freeing 
expression. In other words, religion can be seen as fundamentally, a social phenomenon whereas 
spirituality is usually understood at the level of the individual within specific contexts. 
 Exploration of various definitions of religion suggests that the concept of religion is 
multifaceted and multidimensional. Over all twelve dimensions have been identified from the 
work of King (1990). 
Religious beliefs are the most basic level of religion. Religious beliefs are the contents of 
what someone believes. It is a set of ideas or ideological commitments, firm opinion, acceptance 
and trust towards any religion. It is maintained through different kinds of religious practices, 
religious knowledge and religious effects. Religious practices are the behaviors that someone is 
expected to perform as a part of particular religion. Religious knowledge is the intellectual side 
of religiosity i.e. what a person knows about the belief whereas religious effects refers to the 
behavior a person engages in during everyday life that are due to her or his religious beliefs.  
Religious affiliation or denomination refers to the identification with a particular religious 
group. This is not equivalent to membership in religious group or adherence to the beliefs or 
practices of that group. Affiliation and denomination are often used interchangeably, although 
they are not the same. Denomination usually refers to the specific group within a religion with 
which the person is affiliated.  
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Organizational religiosity refers to participation in church, temple, mosque or synagogue 
activities and is a measure of the social dimension of religion. Typically, organizational 
religiosity refers to attendance at religious services, scripture study group, prayer groups or 
fellowship groups.  
Non-organizational religiosity means that the person is not bounded by any particular 
organization and yet is engaged in religious activities. Private prayer is considered the primary 
religious activity that defines this category; other non- organizational religious activities include 
reading religious scriptures or inscriptional literature, watching religious T. V. programmes and 
listening to religious radio programmes. These activities can be done from the privacy of home 
and do not require interaction with others.  
Subjective religiosity means the internal sense of religious importance in the individual’s 
life. This is an entirely subjective dimension that relies upon self-report.  
Religious commitment is a term loosely used to reflect degree or level of religiosity. It 
attempts to capture how internally committed the person is to his religion. One of the best 
indicators of religious commitment is the estimation of intrinsic religious motivation or intrinsic 
religiosity. Persons described as having an intrinsic orientation to religion have been described as 
living their religious beliefs, the influence of which religion is evident in every aspect of their 
life. Intrinsic religiosity is contrasted with extrinsic religiosity. Persons who demonstrate an 
extrinsic orientation to religion have been described as using religion to provide participation in a 
powerful in group protection, consolidation and social status; religious participation and as an 
ego defense. 
Religious quest is a religious orientation that is distinct and separate from either intrinsic 
or extrinsic religiosity. The persons with religious quest view religion as an endless process of 
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probing and questioning generated by the tensions, contradictions and tragedies of their own 
lives and in society.  
Religious experience consists of the emotions, states of consciousness or sense of well-
being, dread, freedom or guilt, feelings of closeness to God or the transcendent, feelings of awe 
or wonder related to other spiritual experiences that are part of a person’s religiousness.  
Religious well-being Paloutzian and Ellison (1982) developed a dimension of religion 
called Spiritual well-being (SWB). As they conceptualize it, SWB is composed of religious well-
being and existential well-being. The existential well-being assesses primarily general well-being 
and life-satisfaction, whereas the religious well-being taps the feeling of having a personality 
meaningful, satisfying and fulfilling relationship with God.  
Religious coping involves religious behavior or cognitions designed to help persons cope 
with or adapt to difficult life situations or stress. These coping activities may involve praying, 
reading inspirational scriptures for comfort or relief of anxiety.  
The practice of Igbe by the Tiv people is no different from religious practice because 
religion deals with allegiance to God and the Tiv people believed that Igbe as a spiritual force 
was created by God and they believed that God created the Igbe to regulate the cosmos and to 
protect it from malfunctioning. This can be backed with views of Tamminen (1991) who 
postulated that religiousness involved a conscious dependency on a deity or God. Also William 
(1902) regarded religion as the feeling, acts, and experiences of individuals in their solitude in 
relation to whatever they may consider as divine. The Igbe by the Tiv is their divine power that 
they believed as a messenger of the supreme God. There is a strong similarity between religious 
worship and the practice of Igbe because as Christians believed and worship their supreme God, 
so the Tiv people also believed in the power of Igbe and consider it as their God. The Tiv 
believed that one cannot just be sick something causes the disease, so Igbe disease is a 
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punishment for offences people committed consciously or unconsciously and this punishment is 
from the power of Igbe just as Christians believe that punishment comes from the power of God. 
2.1.4 Igbe 
Igbe is a deity that is responsible for irregular menstruation, abortion, serious vomiting, 
bleeding, impotence in men, fertility of land, bad luck, infertility in women etc (Gbenda, 1979). 
According to research informant named Baba Iorfa, this deity originated from swem the 
historical place of abode of the Tiv people. Igbe is Tiv deity which its existence started with the 
ancestral father of the Tiv people ‘Tiv’. 
 
Figure 2.1 Igbe Symbol.  
Traditional healers view supernatural beings as cause of disease and mental illness. The 
supernatural beings are supreme God, divinities, spirits, ancestors, witches and wizard; each 
deity specializes in one or two diseases. Diseases are considered as punishment for offences 
people commit consciously and unconsciously, (Dzurgba, 2007). Even in our modern era 
someone cannot just have headache, which is symptom of either fever or hunger etc. The Tiv 
people also believe that Igbe cannot just affect someone, it is either one has stolen something that 
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the Igbe is planted to protect, has walked close to the emblems or touched the emblems or if 
consciously or unconsciously one urinates close to emblem then he or she automatically becomes 
victims of Igbe. 
Therefore, a specific Igbe is appeased for specific problem or   illness. In some cases, one 
problem may require the attention of several Igbe deities, because of a person’s many 
misdemeanours against minor deities. 
According to another research informant named Tyover (2015) this Igbe provides means 
of social control within the community. Prior to the modern era, youths viewed the initiation rites 
as pride. One who was initiated felt he had attained another higher social status in life and his 
peers become afraid of him. Igbe is practiced in day time also, and is not responsible for causing 
bad dreams and omens (Shishima, 2005). 
Types of Igbe 
Research has proven that there are two types of Igbe, Igbe Ivesen (big Igbe) and Igbe 
Ikiriki (small Igbe). Each Igbe affects both male and female. The details of Igbe deities are 
explained below: 
Igbe Ivesen (Big Igbe) 
As the name implies the Igbe Ivesen affects mostly males. However, the female is not left 
out but the rate at which it is common among the male is more than the female. Among the 
females it causes waist pain and a lot of bleeding during menstruation. Also, among males, it 
causes impotence, diarrhea, bad luck etc. If the above symptoms continue, an oracle (Orshor) 
will be consulted to know whether it is Igbe Ivesen (big Igbe) or Igbe Ikiriki (small Igbe) that is 
disturbing the person before the healing is applied. If it is big Igbe one is expected to visit a 
priest of Igbe for cleansing or treatment. 
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The items to carry along for the cleansing include a hen and a chicken. The priest takes 
the patient who comes for treatment to Wunna Igbe (shrine) which is usually situated at the out 
skirts of the compound. The victim’s mother will be present If she is late to represent her, but if 
she is alive and staying very far, for instance lagos or abroad a wet Vambe stick will be used to 
represent her. The priest makes some incantations in the shrine after which the hen’s head is hit 
on the stone in the shrine and blood that comes out of it is sprinkled on the victim’s stomach and 
waist; other rituals are carried out at home after the processes are done. In some cases, the 
patient’s relative ‘Igba’ (Mothers side) would be required to hold the patient and present for the 
healing to enhance a more effective treatment. This is often done when the mother is late or is 
alive but far away and cannot be reached As illustrated below the healing process of purification 
rite is the ‘igbe’ priest who would take the head of a hen and recite the following incantations: 
 TIV:  Mnenge a nengeashega, 
Myam a yam, 
Akor ikyeygh anam, 
Oon yam un sha min cica cii 
Ibo sen, ibosen, ibosen: 
Ishokondo, ishokondo, ishokondo 
English:   I have not just seen and imitate 
I bought it with prize 
He caught a chicken and gave me 
I am washing him from all guilt, 
29 
 
Guilt descend, Guilt descend, Guilt descend 
Innocence ascend, Innocence ascend, Innocence ascend   
This incantation explains how the Igbe priest purifies a patient affected with Igbe. When 
the person is frequently purging, each time the above incantation is recited, the head of the 
victim or part of the body is touched by the healer (Shishima, 1993). 
The items found in the shrine include; Igbouahi (Bambara-nut), Iyou (yam), Gbaye (iron 
wood), Wua (guinea corn), Alev (beans), Tsuwa (native pot), under the pot or bottom a small 
hole is made, the pot is faced downwards with some charms inside. The charms are put inside in 
the night by the senior priest or master of Igbe as instructed by the elders; this involves mystical 
powers, and is done immediately the shrine is commissioned. After all the rituals are performed 
in the night by the senior priest who is invited by the Ttyo (Kinsmen) from another clan to set the 
shrine, it is then handed over to the person the Ttyo have chosen to take care of the shrine and 
the person becomes the priest in the community. The taboos associated with this shrine are that 
one is not expected to urinate in the shrine (Waya, Reserach informant). 
Parrinder (1969) on his part explains how shrines are sacred places dedicated to the gods 
and spirits for sacrifice and ceremonial purposes. He explains that shrines are sacred places that 
are not entered into by unbelieving or unclean persons. Similarly, Metu (1991) sees shrine as a 
place of worship. 
 Igbe Ivesen is dedicated to the spirit of Igbe. That is why Parrinder (1998) explains that a 
shrine is not worshiped in or for itself. It is a dwelling place, permanent or temporary abode of 
spiritual beings and expresses some of their attributes.    
 When the priest of Igbe gives sacrifice in the Igbe shrine other rituals are carried out at 
home which he uses a different pattern of offering to the spirit of Igbe. In this case too, 
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incantations are carried out as aforementioned. When medicine is rubbed on ones stomach and 
waist, it is expected that the whole of that day one will not take a bath. The priest puts herbs in a 
kucha (calabash) and gives the patient to drink using his left hand, he then hands over the 
calabash to the patient, it is expected that one is to drink the medicine for three days; morning 
and evening using left hand as routine. Failure to comply with this instruction will render the 
medicine ineffective. 
According to Baba Iorfa (2017) (Research informant), one cannot automatically become 
a priest of Igbe if he is deceiving people and collecting their money in the name of treating them. 
The spirit of Igbe will punish him. Due steps are taken to become a priest. In the whole of Ikwe 
Council Ward of Gwer-East Local Government of Benue State there is only one priest of Igbe. 
This is because one must be chosen by Ityo (kins men) to become one. One cannot wake up one 
day and start healing. According to the informat, human sacrifice is made in the night during the 
initiation process, in the afternoon a chicken is sacrificed as the final initiation rites.  The 
afternoon initiation process is opened to be viewed by members of the community. The Ityo 
invites a priest to perform the initiation rites after which celebration follows. People eat and 
dance in celebrating the new Igbe priest. In every community there cannot be more than two 
priests however, the community can have other healers that are not priests but are initiated into 
the kombo (initiated and authorized), and this implies that the bonafide priest being given the 
paraphernalia. The minor healers cannot cleanse the Igbe ailment when a patient is brought and 
when the priest is not around they may only give herbs to stop the stool or diarrhea. For instance, 
if someone steals from a neighbor’s farm where Igbe is protected, if vomiting or diarrhea starts 
the healers can give first aid to stop the vomiting and diarrhea immediately. The final treatment 
can only be done by the priest who has ember (celebrated), and kor (accept) the Igbe which he 
has passed through different sacrifices and has the power to use the incantation of “Ibosen, 
Ishokondo” (Meaning guilt has descended while innocence has ascended) etc. 
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 The Igbe Ivesen can also affect offenders of other tribes and culture too if they steal or 
touch something that Igbe emblem is used to protect (yange). In less than 30 minutes diarrhea 
and vomiting may start at the same time. A piece of native pot is used to yange (protect 
something). One who touches the emblem or the thing protected with the emblem and goes to the 
hospital to treat it may end up dying because the ailment cannot be treated with orthodox drugs. 
 During the cleansing of Igbe Ivesen one takes a life goat to the shrine. The goat is not 
slaughtered instead; a stone is used to hit it on the forehead to kill it. The blood is rubbed on the 
initiate’s stomach; this is often done at nom-yange when the sun is appearing. 
Igbe Ikiriki (Small Igbe) 
 According to Dekela, (Research informant), the IgbeIkiriki (small Igbe) portends more 
danger to women; it however, affects the men too. In women the symptoms associated with it 
include, diarrhea, vomiting, infertility, abortion, bad luck, barrenness, dizziness, stomach ache 
which makes one feel as if his intestines may cut; the pains of the stomach ache occurs around 
the pelvic region. This Igbe Ikiriki also makes a woman to be lean, during menstruation she 
bleeds abnormally; the breast becomes very thin etc. A woman who is experiencing the above 
symptoms needs the services of a minor healer who may put herbs mixed with “Nyatyuu” 
(anthill sand) and give to her however, if the woman is pregnant, Nyatyuu is not added in the 
medicine, if this is done the pregnancy will be aborted within 30 minutes. If this simple 
medication does not heal the patient, a diviner (Orshor) is consulted to reveal the right treatment 
to be applied. 
 Cleansing takes place in a shrine (Wunna Igbe), Wunna is the Tiv name for Igbe shrine it 
is believed that Igbe Ikiriki affects a person either from the maternal or paternal lineage. This can 
be known by consulting a diviner. He is the one that tells the exact Igbe one can treat; the Orshor 
shows how and which way the treatment would be carried out in order that the medicine will be 
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more effective (Dzurgba, 2007). During healing the woman’s mother will have to accompany her 
to the shrine but if she is late a dry Vambe stick will be taken to the shrine to represent her or if 
she is far and cannot come a wet Vambe stick will represent her. Her maternal relative (Anigba) 
stands behind to hold her hand and give to the priest; a hen is carried along with the patient for 
sacrifice and appeasement. The priest carries out some incantations and invokes the spirit of Igbe 
in order to cleanse the patient. 
 Then a hen’s intestine is removed through the anus without killing it, this is usually done 
with force, the blood that comes out is rubbed on the navel and waist of the woman (patient). The 
patient goes out of the shrine, it is expected that she should not turn back when going out of the 
shrine (Wunna Igbe) failure to comply the Igbe spirit goes back into her and she must come back 
for another cleansing. After the shrine sacrifice both the priest and the woman return home, 
rituals are performed at home again. 
 Items used for medicine are: Ahu, Nyatyuu, Akinde, little salt, Gbayer (iron wood seed) 
and little water is added to grind the medicine; it is put in a calabash (Kucha), the priest gives the 
patient to drink. There and then the medicine is handed over to her male maternal relative using 
left hand. Women do not touch the medicine the Angbya (maternal relative) gives her in the 
morning and evening using his left hand only for three days, if she is married, her husband takes 
the responsibility. 
 Married women who have been experiencing IgbeIkiriki go to the shrine with their 
husband; and items they carry along are, a he-goat, ram, carton of beer, grasscutter, and four 
hens. These items are requested for depending on the priest. Prior to their coming the elders will 
have to be informed and a date will be fixed. After the sacrifice in the shrine the elders who are 
invited assemble at the home of the woman. The priest, the woman and her husband join them 
and some rituals are then performed at home. The four hens taken will be killed at the bank of 
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the stream, the spirit of the Igbe will be invoked in case there is no stream a symbolic stream is 
created by digging the ground and pouring in water the woman comes close to the bank. 
Incantations are made out after which the priest tears the mouth of the hen the blood that comes 
out of the hen is sprinkled on the woman’s stomach and waist. 
 
Figure 2.2 Traditional Healer at the Igbe Shrine 
This sacrifice is seen as a maternal gift that is made to Akombo as a means of 
consecration and for consumption. In a sacrifice, the patient reconciles himself or herself to the 
deity who has expressed anger against him or her by inflicting a sickness upon him or her. Thus, 
the believer undertakes sacrifice for propitiation and appeasement. The purpose may also be the 
establishment, preservation, sustenance or restoration of a broken relationship between the deity 
and believer (Dzurba, 1971). 
The review of these three concepts namely mental illness, culture, religion and Igbe have 
provided an elaborate understanding and meaning of these concepts. Based on the review of 
mental illness, it clearly shows that culture and religion are part of the social factors that 
contribute to the development of mental illness. Also Igbe as a culture bound syndrome among 
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the Tiv ethnic group has a strong tie to cultural and religious beliefs to the development of 
mental illness based on the somatic symptoms experienced by the affect people.  One can now 
clearly understand and picture the interrelatedness of these concepts which leads to a better 
comprehension of the study. 
2.1.5 Culture Bound Syndrome 
The term ‘culture-bound syndrome’ refers to any one of a number of recurrent, locality-
specific patterns of aberrant behavior and experiences that appear to fall outside conventional 
Western psychiatric diagnostic categories . Most of these patterns are indigenously considered to 
be illnesses, and most have local names. Culture-bound syndromes have been discussed under a 
variety of names and are defined as ‘episodic and dramatic reactions specific to a particular 
community –locally defined as discrete patterns of behavior’ (Littlewood & Lipsedge, 1985). 
However, Hughes (1996) proposed that these form a unique and distinctive class of generic 
phenomena, and that such syndromes exist among and afflict only the ‘others’ – people who by 
some criterion are outside the ‘mainstream’ population (however defined). These syndromes 
have sometimes been included in discussions of cultural psychiatry (Haldipur, 1980; Murphy, 
1977), and the latter authors both argue that this approach is a relic of an imperialist Eurocentric 
heritage in which these syndromes have become institutionalized in the classificatory systems. 
Culture-bound syndrome is a combination of psychiatric and somatic symptoms that are 
considered to be are cognizable disease only within a specific society or culture. There is no 
objective biochemical or structural alterations of body organs or functions, and the disease is not 
recognized in other cultures. 
The term culture-bound syndrome was included in the fourth version of the Diagnostic 
and Statistical Manual of Mental disorders (American Psychiatric Association, 1994) which also 
includes a list of the most common culture-bound conditions. According to DSM IV culture-
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bound syndrome denotes recurrent, locality-specific patterns of aberrant behavior and troubling 
experience that may or may not be linked to a particular DSM-IV diagnostic category. Many of 
these patterns are indigenously considered to be ‘illnesses’, or at least afflictions and most have 
local names. Although presentations conforming to the major DSM-IV categories can be found 
throughout the world, the particular symptoms, course, and social response are very often 
influenced by local cultural factors. In contrast, culture-bound syndromes are generally limited to 
specific societies or culture areas and are localized, folk, diagnostic categories that frame 
coherent meanings for certain repetitive, patterned, and troubling sets of experiences and 
observations” (American Psychiatric Association,1994). Though no clear cut diagnostic criteria 
have been devised as of now, majority of CBS share the following characteristics: 
Categorized as a disease in that culture 
Widespread familiarity in that culture 
Unknown in other cultures 
No objectively demonstrable biochemical or organ abnormality 
Treated by folk medicine/ traditional healers 
Cultural Bound Syndromes (Name, Group and Description) Paniagua, (2000). 
Ataque de Nervios (Hispanics): Out-of-consciousness state resulting from evil spirits. Symptoms 
include attacks of crying, trembling, uncontrollable shouting, physical or verbal aggression, and 
intense heat in the chest moving to the head. These ataques are often associated with stressful 
events (e.g., death of a loved one, divorce or separation, or witnessing an accident including a 
family member).  
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Amok, Mal de Pelea (Malaysians, Laotians, Filipinos, Polynesians, Papua New Guineans, Puerto 
Ricans):A dissociative disorder involving outburst of violence and aggression or homicidal 
behavior at people and objects. A minor insult would precipitate this condition. Amnesia, 
exhaustion, and persecutory ideas are often associated with this syndrome.  
Brain Fag (African Americans): Problems with concentration and thinking among high school 
and university students experiencing the challenges of schooling. Symptoms include head and 
neck pain, blurring of vision, burning and heat resembling Somatoform, Depressive, and Anxiety 
Disorder.  
Boufee Delirante (Haitians): Sudden outburst of aggression, agitation associated with confusion, 
psychomotor excitement, and symptoms resembling Brief Psychotic Disorder (including visual 
and auditory hallucinations, paranoid ideation).  
Colera (Hispanics): Anger and rage disturbing body balances leading to headache, screaming, 
stomach pain, loss of consciousness, and fatigue.  
Dhat (East Indians, Chinese, Sri Lankans): Extreme anxiety associated with sense of weakness, 
exhaustion, and the discharge of semen.  
Dissociative Identity Disorder (Anglo-Americans): This disorder is considered a culture-specific 
syndrome because it primarily occurs in persons holding a "modern" set of cultural schemas. It 
involves the presence of two or more identities where at least two recurrently take control of the 
person's behavior.  
Falling Out (African Americans): Seizurelike symptoms resulting from traumatic events, such as 
robberies.  
Ghost Sickness (American Indians): Weakness, dizziness, fainting, anxiety, hallucinations, 
confusion, and loss of appetite resulting from the action of witches and evil forces. 
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 Hwa-byung (Asians): Pain in the upper abdomen, fear of death, tiredness resulting from the 
imbalance between reality and anger.  
Koro (Asians): A man's desire to grasp his penis (in a woman, the vulva and nipples) resulting 
from fear that it will retract into the body and cause death. 
Latah (Asians): A sudden fright resulting in imitative behaviors that appear beyond control, 
including imitation of movements and speech; the individual often follows commands to do 
things outside his or her wish (e.g., verbal repetition of obscenities).  
Mal de ojo (Hispanics): Medical problems, such as vomiting, fever, diarrhea, and mental 
problems (e.g., anxiety, depression), could result from the mal de ojo (evil eye) the individual 
experienced from another person. The condition is com-mon among infants and children; adults 
might also experience similar symptoms resulting from this mal de ojo.  
Mal puesto, hex, root work, voodoo death (African Americans, Hispanics): Unnatural diseases 
and death resulting from the power of people who use evil spirits.  
Ode-ori (Nigerians): Sensation of parasites crawling in the head, feelings of heat in the head, 
paranoid fears of malevolent attacks by evil spirits.  
Pibloktog (Arctic and subarctic Inuit): Excitement, coma, and convulsive seizures resembling an 
abrupt dissociative episode, often associated with amnesia, withdrawal, irritability, and irrational 
behaviors, such as breaking furniture, eating feces, and verbalization of obscenities.  
Susto, Miedo, espanto, pasmo (Hispanics): Tiredness and weakness resulting from frightening 
and startling experiences.  
Taijin kyofusho (Asians): Guilt about embarrassing others, timidity resulting from the feeling 
that the appearance, odor, facial expressions are offensive to other people. Wacinko (American 
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Indians): Feeling of anger, withdrawal, mutism, suicide from reaction to disappointment and 
interpersonal problems.  
Wind or Cold Illness (Hispanics, Asians): A fear of cold and the wind; feeling weakness and 
susceptibility to illness resulting from the belief that natural and supernatural elements are not 
balanced. 
Culture has multiple roles to play in the expression of psychopathological disorder 
(Tseng, 2001) such as: 
1) Pathogenic effects: Culture is a direct causative factor in forming or generating illness  
2) Patho-selective effects: Tendency to select culturally influenced reaction patterns that 
result in psychopathology 
3) Patho-plastic effects: Culture contributes to modelling or shaping of symptoms  
4) Patho-elaborating effect: Behavioural reactions become exaggerated through cultural 
reinforcements  
5) Patho-facilitative effects: Cultural factors contributes to frequent occurrence  
6)  Patho-reactive effects: Culture influences perception and reaction. 
Castilo (1997) has also mentioned some significant ways that culture influences mental health. 
These are:  
1) The individual’s own personal experience of the illness and associated symptoms;  
2) How the individual expresses his or her experience or symptoms within the context of 
their cultural norms;  
3) How the symptoms expressed are interpreted and hence diagnosed;  
4) How the mental illness is treated and ultimately the outcome of this treatment.  
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From the above analysis, we can summarize the relationship between culture and mental 
illness that “the cultures that patients come from shape their mental health and affect the types of 
mental health services they use” (U.S. Department of Health and Human Services, 1999). In 
most cultures, mental illness identifies forms of negatively valued deviant behaviors that are 
differentiated from anti-social behaviors by their incomprehensibility within that cultural idiom. 
2.2 Theoretical Review 
2.2.1 The Bio-psychosocial Model of Health and Illness  
This is a framework developed by Engel (1968) which states that interactions between 
biological, psychological, and social factors determine the cause, manifestation, and outcome of 
wellness and disease. Historically, popular theories like the nature versus nurture debate posited 
that any one of these factors was sufficient to change the course of development. The bio-
psychosocial model argues that any one factor is not sufficient; it is the interplay between 
people's genetic makeup (biology), mental health and behavior (psychology), and social and 
cultural context that determine the course of their health-related outcomes. 
 
 
Engel (1969) 
Figure 2.3 Bio-psychosocial models of health and illness 
40 
 
This diagram shows how biological, psychological, and sociological factors overlap to 
determine overall health. 
The bio-psychosocial model of health has gained quite a lot of popularity in health 
psychology today. However, it does have its share of disadvantages along with its many 
advantages.  
The major advantages of this model include: 
The bio-psychosocial model claims that three factors influence health, healthcare, and 
disease, which are physiological, psychological, and social. This means that it takes into 
consideration the smaller picture of any biological problems at an individual level, as well as the 
bigger picture of psychological issues and the effect society has on that individual and on his/her 
situation. Hence, this model takes both the micro as well as macro viewpoints into consideration 
when analyzing a patient. This helps in administering better treatment. 
The bio-psychosocial model does not consider health to be a deviance from some 
constant physiological state. Instead, it emphasizes on health and illness being a result of social, 
psychological as well as biological factors interacting together. Hence, this medical approach 
does not treat health just from the physiological point of view, but concentrates on having 
healthy all-round development, cure, and maintenance of all three factors. 
Another advantage of the bio-psychosocial model is that cure, recovery, and good health 
are not completely in the hands of medical experts, but are in fact, partly in control of the 
patients themselves. Along with medical experts taking care of the biological treatment, patients 
and their families can maintain a demeanor that will result in quick psychological and social 
recovery, which will ultimately help better and faster physiological recovery. When using this 
medical approach, patients rarely feel helpless or out of control. 
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Since the bio-psychosocial model does not believe that disease and illness is caused only 
because of viruses or bacteria, it promotes better psychological conditions and better social 
interaction. Similarly, it advocates social support, leading to a promotion of community-based 
living in society. This in turn affects the general well-being of society at large for the better. 
The biomedical model does not contain any concrete explanation for diseases that are 
caused without any apparent physiological reason, i.e., psychosomatic disorders. However, the 
bio-psychosocial model, analyzing the interaction between the three major factors in detail, can 
explain how and why psychological disorders or social factors can sometimes result in 
physiological problems. 
The bio-psychosocial model advocates for good mental and emotional health in order to 
maintain a healthy lifestyle. Controlling our mental health as well as the effects society can have 
on us, is in our hands, and if successful, it can help in disease prevention. Thus, it is cost-
effective, as prevention is definitely better than cure in many cases. 
The treatment or therapy designed by the bio-psychosocial model of healthcare is tailor-
made in order to suit a particular patient's physiological, psychological, and social needs and 
wants. Unlike the biomedical approach that does not take the person's mind and emotions as well 
as social effects into consideration, this approach is used on an individual level. 
The major disadvantages of this model include: 
The bio-psychosocial model assumes that all mental illnesses are, in fact, bio-
psychosocial. Critics feel that assuming every mental disorder to be bio-psychosocial actually 
increases the stigma that is attached to these disorders, instead of reducing it. Assuming that a 
physical injury or effect of society results in every mental illness is not practical, and if assumed 
thus, can also lead to confused treatment which may have grave consequences. Some mental 
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disorders can be explained with the bio-psychosocial model; but it is wrongly assumed that the 
model is applicable to every disease. 
Some critics feel that incorrect behavior (such as anti-social behavior, for instance) 
cannot be treated as a medical condition, as very rarely do biological factors have a role in 
inducing it. Critics feel that assuming such behavior to be a disease reduces the credibility of the 
field of psychiatry, as it seems irrational to classify schizophrenia (a real disease) on the same 
lines as anti-social behavior. 
One more disadvantage of the model as pointed out by critics is that, for a new user of 
this model, it can be confusing and misleading to use it correctly and appropriately. The model 
vaguely tends to suggest that biology and psychology are two separate fields in medicine. This 
leads to misunderstandings on the part of a new user, who may not understand what symptom of 
a patient is to be categorized in which factor. 
The bio-psychosocial model takes into consideration the effects of society on an 
individual, including his religious beliefs, primary and secondary relationships, work history, 
past incidents, etc. However, it can get very impractical to take so many social factors into 
consideration when trying to analyze a patient's problem. For experts, it can also be difficult to 
decide which social factors should be considered along with the psychological and biological 
factors. Hence, critics feel that treatment can get delayed or confused because of the 
consideration of so many things. 
The bio-psychosocial model, as brought to the forefront of biomedicine and psychology 
by Engel, made advances in the connection of biological, psychological and social processes 
(Suls & Rothman, 2004). After 30 years, this model has become the meta-theoretical assumption 
for health psychologists. Despite multiple empirical studies showing the positive relationship 
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between emotional and psychological patterns with the progression and management of diseases 
or health a recent study stated that 50% of U. S. medical schools still only included less than 40 
hours of curriculum focused on the principles of health psychology or psychosomatic medicine 
for medical students (Suls & Rothman, 2004).  
However, the medical community has not withheld its thoughts and recommendations on 
how to further the bio-psychosocial model. Suls and Rothman (2004) discussed several 
recommendations starting with the need to forward the bio-psychosocial model from a 
theoretical system to one a system with greater linkage to everyday medical practice. 
Additionally they recommended addressing diversity and cultural issues with the patient 
population, increasing the collection and distribution of data surrounding the interaction between 
mental health and illness prevention, more focus on discovery in the field of health psychology 
rather than moving into the hypothesis testing mode, and finding a more effective way to 
communicate research into practice and policy (Suls & Rothman, 2004). An additional 
recommendation was to challenge the fact that the relationship between a doctor and a patient is 
not that of an observer and an observed; there are greater complexities in this relationship that 
should be researched and addressed (Biederman, Yeheskel, & Herman, 2005). Recommendations 
such as these stem from the fact that Engel (1968) developed his model during a time in which 
the biomedical field was advancing rapidly and the subjective side of science was not receiving 
as much research, focus, or attention (Borrell-Carrio, Suchman & Epstein, 2004).  
Although there have been many successes with the application of the bio-psychosocial 
model in Engel’s prime, many physicians and scientists felt that there was more discussion and 
theory associated with the model rather than quantifiable applications (Ader & Brown, 2004). 
The pressure of applying the bio-psychosocial model in daily practice lends to challenges and 
there are questions as to changing the concept of medical and psychological treatment (Hepworth 
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& Cushman, 2005). With the advancements in medicine and social behavioral sciences in the 
1980s and 1990s, medical practitioners felt increased stresses associated with their existing 
responsibilities and physicians began to speak out regarding the frustration they felt trying to 
manage their patient caseloads (Mauksch, 2005). Trying to implement the bio-psychosocial 
model into an already high pressure environment simply added to their stress levels (Biederman, 
Yeheskel, & Herman, 2005). Mauksch (2005) interviewed 1,700 primary care physicians and 
found that the average face-to-face visit between patient and physician was 15 minutes. Couple 
the time limitations with challenges of a lack of education for physicians in graduate school on 
the bio-psychosocial model and a lack of readily available diagnostic systems for bio-
psychosocial disorders, the challenges and frustrations physicians felt when trying to implement 
this model became more apparent (Hepworth & Cushman, 2005). Although it was politically 
correct for physicians to state that they practice medicine while incorporating the bio-
psychosocial model, it seemed that the manner in which the model was practiced varied given 
the time constraints of the physician (Stein, 2005). Further, Stein stated that the model was 
viewed as more of an add-on to current medical practice rather than the integration that Engel 
originally envisioned. Some physicians, as a result of realizing the challenge of practicing the 
model given their time restraints, decided to assess their own model of patient care and came to 
the conclusion that cramped schedules were a factor leading to the dissatisfaction patients had 
with the level of care they received from their primary care physicians (Scherger, 2005). 
Biomedical practitioners acknowledged that Engel’s model was focused in the right direction, 
but in order to find a degree of success, healthcare must evolve into a model that includes the 
integration of medical delivery and encourages the collaboration of cross-functional team 
members and medical specialists (Seaburn, 2005). 
The bio-psychosocial model of mental illness is very relevant to the study of Igbe because 
the etiology of Igbe has to do with social factors such as cultural and religious practices of the 
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Tiv ethnic group. Also the somatic symptoms of Igbe are biologically oriented as it distorts the 
normal biological functioning of the body system. Psychologically people who are affected by 
Igbe have emotional problems, distorted thinking and sometimes incapacitated. The model has 
captured the fact that Igbe as a deity or culture bound syndrome of mental illness can better be 
understood, handled or treated looking at the biological, psychological and social factors.  
2.2.1.2 Biological Influences on Mental Illness 
Biological influences on mental illness include an individual's genetic makeup and 
history of physical trauma or infection. Many disorders have an inherited genetic vulnerability. 
The greatest single risk factor for developing schizophrenia, for example is having a first-degree 
relative with the disease (risk is 6.5%); more than 40% of monozygotic twins of those with 
schizophrenia are also affected. If one parent is affected the risk is about 13%; if both are 
affected the risk is nearly 50%. 
It is clear that genetics have an important role in the development of schizophrenia, but 
equally clear is that there must be other factors at play. Certain non-biological (i.e., 
environmental) factors influence the expression of the disorder in those with a pre-existing 
genetic risk (Seaburn, 2005). 
The relevant of the biological influences on mental illness to this study is for the fact that 
Igbe as a cultural bound syndrome of mental illness also have inherited genetic vulnerability but 
this have not been proofed. But Igbe which also share some symptoms of mental illness cannot 
rule out the biological factor to its development despite the fact that it has not been proven. On 
the other side, Igbe affect the biological functioning of the body which makes it a major factor in 
the development and understanding of Igbe to the development of mental illness.  
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2.2.1.3 Psychological Influences on Mental Illness  
The psychological component of the bio-psychosocial model seeks to find a 
psychological foundation for a particular symptom or array of symptoms (e.g., impulsivity, 
irritability, overwhelming sadness, etc.). Individuals with a genetic vulnerability may be more 
likely to display negative thinking that puts them at risk for depression; alternatively, 
psychological factors may exacerbate a biological predisposition by putting a genetically 
vulnerable person at risk for other risk behaviors. For example, depression on its own may not 
cause liver problems, but a person with depression may be more likely to abuse alcohol, and, 
therefore, develop liver damage. Increased risk-taking leads to an increased likelihood of disease 
(Hepworth & Cushman, 2005). 
A generic psychological model of mental disorder proposes that biological, social, and 
circumstantial factors all operate causally by disrupting or disturbing psychological processes 
Psychological approaches have always separated events from the interpretation of events. The 
model proposed here neatly separates events from the psychological processes that interpret, 
buffer, and act consequentially upon those events. Like the biopsychosocial model, the 
psychological model attempts to address the interactions between these classes of causal 
variables. Biological, social, and circumstantial factors are all important and all presumed to 
interact. Importantly, however, in this model it is the conjoint impact of these interacting factors 
on psychological processes that leads to mental disorder. This last, important point is worth 
elaborating. The model developed here implies not only that the common symptoms of 
psychiatric classifications are psychological in nature (i.e., that hallucinations, depression, 
anxiety, and so on are themselves psychological phenomena), but also that psychological 
processes or rather disturbances or dysfunctions in psychological processes are necessarily 
responsible for shaping the nature, extent, and type of the phenomena described collectively as 
mental disorder (Engel, 1980).  
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Consequently, as in the biopsychosocial model, multiple causal factors are implicated. In 
a hypothetical case of depression, for example, several distal causal factors may be salient, and 
several key psychological processes may be implicated. It is possible to hypothesize that social 
deprivation, childhood maltreatment, genetic vulnerability, and biochemical insult may all 
contribute to the onset of depression. These factors may impinge on psychological processes 
such as those relating to self-esteem, beliefs in self-efficacy, and expectations of reward. They 
may implicate neuroanatomical systems responsible for reward and reinforcement, 
autobiographical memory, and social cognition, and may involve neuroanatomical systems that 
involve serotonin (as well as other neurotransmitters). Depression, in the model presented here, 
is characterized as a direct consequence neither of the neuroanatomical mechanisms nor of the 
contributing social and circumstantial factors. Rather, these neuroanatomical mechanisms and 
other factors are viewed as being important influences on the psychological mechanisms of 
reward and reinforcement, social cognition, and maintenance of self-esteem. And it is 
dysfunctions or disturbances of these psychological processes that are seen as ultimately leading 
to the mental disorder in this case, depression (Engel, 1980). 
The psychological influence on mental illness is very relevant to the understanding of the 
development of Igbe among the Tiv ethnic group because the somatic symptoms of Igbe are 
psychological. The psychological effect of Igbe on those who experience it makes it necessary to 
understand the role of psychological dysfunctions of those who are affected by the Igbe for 
effective treatment of Igbe patients among the Tiv ethnic group. 
2.2.1.4 Social Influences on Mental Illness  
Social factors include socioeconomic status, culture, technology, and religion. For 
instance, losing one's job or ending a romantic relationship may place one at risk of stress and 
illness. Such life events may predispose an individual to developing depression, which may, in 
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turn, contribute to physical health problems. The impact of social factors is widely recognized in 
mental disorders like anorexia nervosa (a disorder characterized by excessive and purposeful 
weight loss despite evidence of low body weight). The fashion industry and the media promote 
an unhealthy standard of beauty that emphasizes thinness over health. This exerts social pressure 
to attain this "ideal" body image despite the obvious health risks (Ader & Brown, 2004).  
Understanding the social influences on mental illness is very relevant to this study as the 
research centers on culture and religion on the development of mental illness. Igbe as a culture 
bound syndrome is influenced by social factors such as culture and religion because the reality of 
Igbe is based on Tiv cultural and religious beliefs which form the social aspect of the 
development of mental illness. 
2.2.1.5 Cultural Factors 
Also included in the social domain are cultural factors. For instance, differences in the 
circumstances, expectations, and belief systems of different cultural groups contribute to 
different prevalence rates and symptom expression of disorders. For example, anorexia is less 
common in non-western cultures because they put less emphasis on thinness in women.   
Culture can vary across a small geographic range, such as from lower-income to higher-income 
areas, and rates of disease and illness differ across these communities accordingly. Culture can 
even change biology, as research on epigenetics is beginning to show. Specifically, research on 
epigenetics suggests that the environment can actually alter an individual's genetic makeup. For 
instance, research shows that individuals exposed to over-crowding and poverty are more at risk 
for developing depression with actual genetic mutations forming over only a single generation 
(Suls & Rothman, 2004).  
Cultural beliefs are essential and relevant to the development of mental illness as being 
postulated and supported by health professionals across the globe. Igbe as a culture bound 
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syndrome is primarily based on the belief system of the Tiv ethnic group, so when talking about 
mental illness culture cannot be isolated which clearly shows that the understanding of cultural 
beliefs will enhance the understanding of Igbe and the development of mental illness among the 
Tiv ethnic group. 
Application of the Bio-psychosocial Model 
The bio-psychosocial model states that the workings of the body, mind, and environment 
all affect each other. According to this model, none of these factors in isolation is sufficient to 
lead definitively to health or illness it is the deep interrelation of all three components that leads 
to a given outcome. 
Health promotion must address all three factors, as a growing body of empirical literature 
suggests that it is the combination of health status, perceptions of health, and socio-
cultural barriers to accessing health care that influence the likelihood of a patient engaging in 
health-promoting behaviors, like taking medication, proper diet or nutrition, and engaging in 
physical activity. 
Based on the assumptions of the bio-psychosocial model of mental illness, culture and 
religious beliefs play a significant role to the development of mental illness. The practice of Igbe 
among the Tiv ethnic group is influenced by their cultural and religious beliefs which form part 
of the social factors of the bio-psychosocial model; these cultural and religious beliefs form the 
basis of the reality of Igbe. Also the somatic symptoms of those who experience Igbe due to the 
biological abnormal functioning of the body clearly show how Igbe is influenced by the 
biological and psychological factors of the bio-psychosocial model respectively.   
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2.3 Empirical Review 
2.3.1 Culture and Mental Illness 
Labe, Chia, PerptuaNgosoo, Kuzah, Martins and Shimakaa, Andrew (2014) examined “Iyol-
genen” and presents it as an appraisal of the concept of Cultural-Bound syndrome which in Tiv 
society is a specific gender related psychotic-like reactive disorder prevalent among women from 
their puberty to adulthood. The research adopted a qualitative general survey approach of 
interview to determine that the disorder is a cultural bound syndrome affecting only women in 
the Tiv ethnic group. A total of 40 selected women participants age 13 to 35that experiences this 
disorder were interviewed. In the analysis of the respondent’s information, it was found that Iyol-
genen, which predominantly affects women, has genetic linkage which was confirmed from two 
different identical twin sisters as well as sisters of the same parents. It is also a genealogical 
psychopathological disorder which peculiarly disturbs some women from particular families in 
all parts of the Tiv geographical location. This may be linked to the Tiv ancestral connection as 
they share similar ancestral characteristics. The disorder has no specific medication be it 
traditional or orthodox for treatment and cure but self-remitting. However, different people give 
different things such as holy water, squeezed sap of “Vambe” or powder charcoal mixed in water 
at the instance of each episode of the disorder which often coincidently restores the patient to 
normality.  
Enzo (2011) examined the impact of health status and cultural participation upon 
psychological well-being, with special attention to the interaction between patterns of cultural 
access and other factors known to affect psychological well-being. Data for this report were 
collected from a sample of 1,500 Italian citizens. A multi-step random sampling method was 
adopted to draw a large representative sample from the Italian population. Subjects underwent a 
standard questionnaire for psychological well-being [the Italian short form of the Psychological 
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General Well Being Index (PGWBI)], and a questionnaire related to the frequency of 
participation to 15 different kinds of cultural activities during the previous year. The results 
showed that, among the various potential factors considered, cultural access unexpectedly ranked 
as the second most important determinant of psychological well-being, immediately after the 
absence or presence of diseases, and outperforming factors such as job, age, income, civil status, 
education, place of living and other important factors. According to a semantic map generated by 
a powerful data mining algorithm, it turns out that different factors (among which cultural access 
and health status in particular) may be viewed as concurrent elements of a complex multi-causal 
scheme that seems to play a primary role in determining psychological distress or well-being. In 
particular, distress seems to be tightly connected with: living in the Southern part of Italy, 
average income level, living in semi-urban and urban areas, age group 46–60, presence of more 
than two concomitant diseases and a low level of cultural access. 
A 14-year longitudinal study by Koonlaan (2000) investigated the possible influence of 
attending various kinds of cultural events, or visiting cultural institutions as a determinant of 
survival. The study found a higher mortality risk for those people who rarely went to cinema, 
concerts, museums, or art exhibitions, as compared to those visiting them most often. Less 
beneficial effects were found for attendance to theatre, church service or sport events as a 
spectator, and no effect at all from reading or music playing. Furthermore, Hyppa (2006) 
undertook a study concerning cultural participation as a predictor of survival on a sample of 
8.000 Finnish, observing a lower risk of mortality among frequent attendees. In a similar way, 
Bygren (2009) examined the relationship between attendance to cultural events and cancer-
related mortality. The results of their longitudinal study on more than 9,000 participants showed 
that those who were rare or moderate attendees were, respectively, 3.23 and 2.92 times more 
likely to die of cancer during the follow-up period than frequent attendees. However, this effect 
was observed only among residents of urban areas. 
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Gabriela and Leonardo (2006) examined culture-related clinical patterns in social anxiety 
disorder and related disorders. They described socio-demographic and clinical characteristics of 
a sample of 62 adult outpatients with SAD seen at a university clinic for anxiety and depressive 
disorders in Rio de Janeiro, Brazil, and compared them with those reported in clinical samples 
from North America, Europe, Asia and Oceania identified through a systematic review in 
Medline, PsychINFO, and LILACS. Results revealed that comparison of trans-cultural features 
of SAD lends partial support to Heimberg’s (1997) contention that the majority of socio-
demographic features and symptoms of this disorder are relatively independent of geographic 
and cultural differences. 
Nalini (2011) examined cultural and gender influences on mental health, health beliefs, 
health behavior, help-seeking and treatment expectations for mental health problems in 
newcomers to Canada who were members of an ethnocultural, visible minority population -the 
Sri Lankan Tamils. The study employed a comparative design and analyzed data from interviews 
with Tamil men (N=8) and Tamil women (N=8) who self-identified as having been diagnosed 
with depression, and service providers (N=8) who provide frontline mental health and related 
services to the Sri Lankan Tamil community. The objectives were to a) understand cultural and 
gender factors inherent in the Sri Lankan Tamil community; b) investigate how these cultural 
and gender factors impact mental health and influence the trajectory of help-seeking and 
treatment for depression in the Sri Lankan Tamil community; c) explore the intersection of 
culture and gender as it relates to health behavior; and d) explore service providers’ perceptions 
of the influence of culture and gender in relation to help-seeking for mental health problems and 
the application of this understanding to service delivery. The study found that the respondents 
equated social function with health and that this concept informed help-seeking and treatment 
expectations. Socially appropriate functioning was seen as an indicator of health, and this 
differed by gender. Gender-differentiated social stressors contributed to depression. Women 
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played a role as enablers of care, both for family members and acquaintances. Men were more 
resistant to help-seeking and tended to disengage from care.  
Daniel and Jessical (2012) investigated cultural influence on Shanghai Chinese People's 
Help-Seeking for Mental Health Problems: Implications for Social Work Practice. Three factors 
knowledge of mental illness, perceptions of the causes of mental illness and the influence of an 
individual's informal network were examined to determine their impacts on help-seeking 
attitudes of Chinese people in Shanghai. A multistage cluster sampling method among six of the 
twenty districts in Shanghai was adopted. Five hundred and twenty-two participants filled out a 
questionnaire containing instruments that attempted to measure the three factors. Shanghai 
Chinese people who had stronger endorsement of psycho-social perspective of mental illness and 
contemporary treatment methods and weaker endorsement of traditional Chinese beliefs and 
treatment methods were more inclined to seek professional help. The correct recognition of 
depression and perceived helpfulness of close friends significantly and inversely predicted help-
seeking in depression, whereas the perceived helpfulness of family members was positively 
related to the tendency to seek help in schizophrenia. 
Sheikh and Furnham (2000) examined the relationship between culture beliefs about the 
causes of mental illness and attitudes associated with seeking professional help for psychological 
problems. It was hypothesized that there is a meaningful and statistical relationship between 
these variables and that there will be a difference in this relationship between Asians and 
Westerners. Participants were 287 adults belonging to three groups, British Asian, western 
European and Pakistanis). Participants completed two questionnaires: the Orientations to 
Seeking Professional Help, Fischer and Turner 1970) and the Mental Distress Explanatory 
Model Questionnaire, Eisenbruch 1990) and a demographic data sheet. Analysis indicated that 
positive attitudes toward seeking professional help for psychological illness were similar for 
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British Asians, Westerners and Pakistanis. There were significant differences between the three 
groups in the causal attributions of mental illness. Although culture, as a variable, was not a 
significant predictor of a positive attitude to seeking professional help, causal beliefs of mental 
illness were significant predictors of attitudes to seeking help for the British Asian and the 
Pakistani groups. Beliefs were not significant predictors for attitudes to seeking help for the 
Western group. 
Michelle and Patrick (2017) investigated depression in the barrio: An analysis of the risk 
and protective nature of cultural values among Mexican American substance users. The study 
identified the association of traditional Latino values on depressive symptomatology among a 
sample of Mexican American heroin injectors. A cross-sectional research design and field-
intensive outreach methodology were utilized to recruit 227 Mexican American men. 
Participants were categorized into depressed and non-depressed groups. Relations among 
cultural values and depression were examined using logistic regression. Findings indicated that 
drug-using men with higher familismo and fatalismo scores are protected against depressive 
symptomatology. Relations between familismo and depression seem to be moderated by having 
a drug use network. In addition, findings revealed that age is inversely related to depressive 
symptomatology. Young Mexican American heroin users who do not ascribed to traditional 
Latino values were highly associated with depression and therefore more vulnerable to riskier 
drug use behaviors. Moreover, drug-using social networks may affect the protective nature of 
certain cultural values. 
Natalio and Natalia (2005) examined the hypothesis that cultural factors influence the 
relation between Perceived Emotional Intelligence (PEI) and depression. They predicted that the 
influence of PEI on depression is moderated by culture. The cultural factors used in this study 
were Individualism-Collectivism and Masculinity-Femininity based on in Hoftede ́s dimensions. 
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Participants from three different cultures (United States, Chile, and Spain) completed measures 
of Perceived Emotional Intelligence (Trait Meta-Mood Scale, TMMS, with three factors: 
Attention, Clarity, and Repair) and depression (Beck Depression Inventory, BDI). The finding 
revealed that depression was fundamentally associated with PEI (20% of the variance), gender 
(5% of the variance) and with cultural dimensions (approximately 6%). 
Makanjuola (1987) investigated O.de.Ori” among the Yoruba people. He administered 
the Present State Examination (PSE) to 30 patients that presented in the psychiatric unit of a 
Nigerian teaching hospital; and who were earlier diagnosed each to have “O.de.Ori” by 
traditional healers. Among his findings, the most frequently reported symptoms included: 
crawling sensation, noise in ears, palpitation, peppery sensation, darkened vision (“Ojusisu”), 
dizziness (“Oyi”), headache, other body pains and itching or tickling sensation in that descending 
order of frequency. Using the 3rd edition of the Diagnostic and Statistical Manual (DSM) of 
mental disorders59, the diagnoses made on the subjects - in order of descending frequency -
were: major depressive episode (10), schizophrenia (4),generalized anxiety disorder (4), atypical 
anxiety (3),atypical psychosis, dysthymic disorder, atypical depression(2 each), 
schizophreniform disorder, manic episode and agoraphobia (1 each). With this diverse range of 
diagnoses, it was concluded that the diagnosis of “O.de.Ori” by Yoruba traditional healers does 
not fit into any particular western diagnostic category but could be a reflection of the tendency to 
somatise symptoms of psychiatric illness among the Yourba and sub-Saharan Africans generally. 
The orthodox management of “O.de.Ori” cases was determined by the primary psychiatric 
diagnoses, but generally employing pharmacotherapy and psychotherapy. However, the long-
term prognosis was found to be poor as the somatic, auditory and visually related symptoms tend 
to persist. 
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Simpson (1976) In a survey of 30 traditional healers in Yoruba land (in southwest 
Nigeria) investigated Ogun Oru”  and featured prominently describing a neuro-psychiatric 
condition with the following manifestations: the person is “attacked” at night while asleep, 
awakens and is unable to sleep again with agitation and exhibition of abnormal behavior and 
may bleat like a goat. Furthermore, the illness was attributable to being poisoned by an enemy 
through eating in the dream. Scientific study of “Ogun Oru” was only recently undertaken by 
Aina and Famuyiwa (2007).  The sample comprised of 3 patients seen over a 30 month period in 
the psychiatric unit of Lagos University Teaching Hospital (LUTH), Lagos, Nigeria with the 
“diagnosis” of “Ogun Oru” from traditional healers and a prophet. The possible differential 
diagnoses included parasomnias such as sleep terror, sleep walking and sleep paralysis, and to a 
lesser extent, nocturnal or sleep epilepsy (hypno-epilepsy). 
Labe, Chia, Kuzah and Shimakaa (2014) examined “Iyol-genen” and presented it as an 
appraisal of the concept of Cultural-Bound syndrome which in Tiv society is a specific gender 
related psychotic-like reactive disorder prevalent among women from their puberty to adulthood. 
The research adopted a qualitative general survey approach of interview to determine that the 
disorder is a cultural bound syndrome affecting only women in the Tiv ethnic group. A total of 
40 selected women participants age 13 to 35 that experiences this disorder were interviewed. In 
the analysis of the respondent’s information, it was found that Iyol-genen, which predominantly 
affects women, has genetic linkage which was confirmed from two different identical twin sisters 
as well as sisters of the same parents. It was also a genealogical psychopathological disorder 
which peculiarly disturbs some women from particular families in all parts of the Tiv 
geographical location. This may be linked to the Tiv ancestral connection as they share similar 
ancestral characteristics. The disorder had no specific medication be it traditional or orthodox for 
treatment and cure but self-remitting. However, different people gave different things such as 
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holy water, squeezed sap of “Vambe” or powder charcoal mixed in water at the instance of each 
episode of the disorder which often coincidently restores the patient to normality 
The findings from the above empirical reviews show a significant relationship to the 
present investigation because the review shows that culture and mental illness cannot be isolated. 
In the present investigation the tested hypothesis showed that Igbe in Tiv culture has a significant 
influence on the development of mental illness and this is in line with the findings of the above 
empirical reviews by various studies across the globe. 
2.3.2 Religiosity and Mental Illness 
Marco and Kate (1999) carried out a research study on Religious and ethnic group 
influences on beliefs about mental illness. An in-depth qualitative interview study was reported, 
with respondents (N =52; all female) from the following urban-dwelling religious groups: White 
Christian, Pakistani Muslim, Indian Hindu, Orthodox Jewish and Afro-Caribbean Christian. 
Qualitative thematic analysis of open-ended interview responses revealed that the degree to 
which religious coping strategies were perceived to be effective in the face of depressive and 
schizophrenic symptoms, varied across the groups, with prayer being perceived as particularly 
effective among Afro-Caribbean Christian and Pakistani Muslim groups. Across all non-white 
groups, and also for the Jewish group, there was fear of being misunderstood by out group health 
professionals, and among Afro-Caribbean Christian and Pakistani Muslim participants, evidence 
of a community stigma associated with mental illness, leading to a preference for private coping 
strategies. The results lend further support to recent calls for ethnic-specific mental health service 
provision and high light the utility of qualitative methodology for exploring the link between 
religion and lay beliefs about mental illness. 
Koenig, McCullough and Larson (2011) examined the association between religious 
practices and behaviors and indicators of psychological wellbeing (life-Satisfaction, happiness, 
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positive affect and higher morale) and found that out of 100 studies, 79 reported at least one 
significant positive correlation between these variables. This positive association has been found 
consistently similar in samples from different countries, involving a diversity of religion, races 
and ages. Most of these studies showed an association between religiosity and well-being even 
after controlling for age, gender and socioeconomic status. Some studies have shown that the 
positive impact of religion involvement on well-being is more robust among the elderly, disabled 
and medically ill people (Musick, 1996). This probably means that religious involvement has 
buffering effects on the well-being under stressful circumstances. Similarly, in a study 
individuals were divided into two groups; those who experiences high stress and those with low 
stress. In high stress group, spiritual support was significantly related to personal adjustment 
(indicated by low depression and high self-esteem). No such links were found in the low stress 
group. Instead of disintegrating during times of high stress, a religious coping behavior appears 
to function quite well in these periods. 
In a randomized survey conducted by David, 1990 in New Haven, on the 720 adults 
suffering from leg and hip injuries, explored that those who attended religious services regularly 
were less depressed and less distressed by life events than those who did not. Similarly, Brickel, 
Ciarrocchi, Sheers and Estadt (1998) found that depression decreased during times of high stress 
when there was an increase in collaborative coping (in which people see themselves as active 
partners with God in solving problems). In another study of 850 medically ill patients admitted to 
an acute care hospital, religious coping was related to low depression. Koenig, George, and 
Peterson (1998) conducted only prospective study investigating the impact of religiousness on 
the course of depressive disorder and found that among 87 depressed senior adults were 
hospitalized for medical illness; intrinsic religious motivation was associated with faster 
remission from depression in a median follow up time of 47 weeks. Similarly, Idler (1987) has 
explored that when socio demographic characteristics and health status were controlled, 
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attendance at religious services and religious beliefs were associated with low levels of 
depression for women and for men less health disabilities. Younger people also tend to 
experience fewer of the anxieties of growing up if they are religious. A study conducted in Texas 
on male and female high scholars demonstrated that religious beliefs gave meaning to their lives 
and reduced the incidence of depress-ion among them (Fagan, 2010). 
Religiosity was associated with lower levels of psychological distress, better adjustment 
and happiness, less worry about having a nervous breakdown and less psychological impairment 
(Lindenthal, 1970). In a similar study Ross (1990) investigated that persons with strong religious 
beliefs had lower distress levels than did persons who are holding weak beliefs. Gartner (1996) 
reviewed the literature and found positive association between religion/spirituality and well-
being, marital satisfaction and general psychological functioning and negative association with 
suicide, delinquency, criminal behavior and alcohol abuse. Sethi and Seligman(1993) also 
demonstrated that people who hold fundamentalist religious beliefs are typically more optimistic, 
hopeful and religiously involved than those who hold moderate religious beliefs and moderate 
are more optimistic, hopeful and religiously involved than those who hold liberal religious 
beliefs.  
Apart from this, there is an extensive literature which demonstrates a positive effect on 
physical health, also. Results from several studies indicate that people with strong religious 
beliefs heal faster from surgery, are less anxious and depressed, have accurate blood pressure and 
cope better with chronic illnesses such as arthritis, diabetes, heart disease, cancer and spinal 
injury. Spirituality/ religiosity can positively influence immune, cardiovascular (heart and blood 
vessels), hormonal, and nervous systems. Researchers concluded that the strong social support 
network helped people in protection from heart disease. In a study it was found that the 232 older 
adults, who were religious, were undergoing for heart surgery were three times less likely to die 
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within 6 months after surgery than those who were not (Harris, 1999). In addition, new research 
is also suggesting that distance healing can also help in reducing pain, swelling and tenderness, 
rheumatoid arthritis, improved cardio-vascular functioning and increase pregnancy rates infertile 
couple. 
Zuckerman, Kass, and Osterfield (1984) have found that cardiovascular diseases, the 
leading killers of older people were reduced significantly in early old age by a life time of 
regular church attendance. By contrast, non-attendees had higher mortality rates for such other 
diseases as cirrhosis of the liver, emphysema and arteriosclerosis in addition to other diseases 
and even suicide. Blood pressure, a key factor in cardiovascular health, was reduced significantly 
by church attendance. Among those who smoke a practice that increases blood pressure regular 
church attendance decreased the risk of early stroke by 700 percent. A major review by General 
Social Surveys 1984 and 1987 of 250 epidemiological health research studies in year 1987 
examined the relationship between health and religion and measured such additional outcomes as 
colitis, cancers of many different types and longevity measure concluded that in general, 
religious commitment improves health. 
Zagozdzon and Wrotkowska (2017) Examined Religious Beliefs and Their Relevance for 
Treatment Adherence in Mental Illness: A Review published evidence documenting a 
relationship between religion/spirituality (R/S) and treatment adherence in mental illness, in 
particular in schizophrenia, depression and substance abuse. This review summarizes, 
categorizes and defines the role of religious beliefs as a factor improving medication compliance 
in mental illness. Randomized controlled trials and observational studies were eligible for the 
review if they were published in December 2015 or earlier, analyzed the effects of religious 
beliefs or spirituality on medication compliance, or adherence to other therapeutic interventions 
in mental illness. The vast majority of published studies analyzed the effects of religion on 
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medication compliance in schizophrenia and addiction. In schizophrenia patients, religious 
beliefs turned out to be a predictor of worse treatment adherence. However, spiritual orientation 
was shown to play an important role in the recovery from addiction, and to improve adherence in 
patients with this condition. Furthermore, better treatment adherence was observed in more 
religious patients diagnosed with depression. While religious beliefs and spirituality may 
represent an important source of hope and meaning, they often interfere with treatment 
adherence.  
Martina and Dragan (2016) evaluated the impact of religiosity on the quality of life and 
psychological symptoms of chronic mental patients. The test group was consisted of 100 chronic 
mental patients at the Clinic for Psychiatry UCH Mostar, and control group was consisted of 80 
somatic patients surveyed from the infirmary of family medicine of the Health Center Mostar. 
The survey was conducted by the social and demographic questionnaire, a questionnaire on the 
quality of life of the World Health Organization WHOQOL-BREF, the questionnaire on 
religiosity and self-assessment questionnaire for psychological symptoms SCL-90th. For the 
socio-demographic data they obtained results that chronic mental patient as opposed to chronic 
somatic patients have significantly higher percent of an average lifestyle habits. There was 
statistically significant difference in the place of residence; chronic mental patients live in the 
city as opposed to somatic that lives in the countryside. On the question of religiosity we 
received information that the chronic mental patients in relation to chronic somatic patients 
significantly more attend public religious gatherings, but however, chronic somatic patients 
compared to chronic mental significantly more use religiosity for better financial position, social 
comfort. In self evaluation of psychological symptoms we received information that the chronic 
mental patients as opposed to chronic somatic patients had significantly more psychotic features. 
To test the quality of life between the two groups, we received the information that chronic 
mental patients have significantly better physical and mental health, social relationships and 
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caring for the environment as opposed to chronic somatic patients. Quality of life was 
significantly better in the chronic mental patients. Also, chronic mental patients significantly 
more attend public religious gatherings, while chronic somatic patients significantly more use 
religiosity for a better financial position, social comfort. Finally, chronic mental patients had 
significantly more pronounced psychotic features.  
Vasegh and Mohammadi (2003) studied associations between religious variables, 
anxiety, and depression in a sample of Muslim students. All the three religious subscales were 
negatively associated with and negatively predicted depression and anxiety; but only prediction 
of anxiety by the religious beliefs score was statistically significant. These findings provide 
further evidence for a protective role of religion against anxiety and depression. 
Katherine (2006) explored the relationship of religious variables to death anxiety and 
death depression in 200 per sons from the general population. Persons with lower death 
depression had greater strength of conviction, greater belief in after life, and were less likely to 
say that the most important aspect of religion is that it offers the possibility of life after death. 
Persons with less death anxiety were found to have greater strength of conviction. 
McCoubrie and Davies (2012) established that there is a correlation between spirituality 
and anxiety and depression in patients with advanced cancer. Eighty-five complete data sets were 
obtained. A significant negative correlation was found between both anxiety and depression 
scores and overall spiritual well-being scores (p < 0.0001). When the SWBS subscale scores 
were analyzed individually, a significant negative correlation was found between the existential 
well-being scores and the anxiety and depression scores (p < 0.001). 
Randy (2004) suggested that religious beliefs and practices are associated with better 
mental health. The results showed that religious beliefs and practices were important to the 
63 
 
majority of caregivers. After controlling for significant covariates, the three measures of religion 
were associated with less depressive symptoms in current caregivers. 
Dein (2007) suggested that those who are religious have a lower incidence of depressive 
symptoms/depression and that being religious may increase the speed of recovery from 
depressive disorder. This protective effect is less clear cut for psychotic depression. 
Solaymanizadeh and Aghamollai (2015) showed that between level of depression and 
religious viewpoint, there was a reverse relationship, so that with increased religious viewpoint 
the level of depression decreased. 
Alborzi and Samani (2013) tasted that, religious attitudes predicted 6 percent of 
depressions’ variations. Also this study revealed that the correlation between religious attitudes 
and depression subscale was 0.27 (p < 0.02). It means there is a negative relationship between 
religious attitudes and depression. This research showed that religious attitudes had a positive 
effect on mental health.  
Karimollahi (2012) studied about relationship between religious beliefs and depression 
and results showed statistically significant relationship between religious beliefs and 
depression.16Koeing studied the impact of religious involvement on time to remission of 
depression in older medical in patients with heart failure and/or chronic pulmonary disease 
(CHF/COPD). Of 1000depressed patients identified at baseline, follow-update on depression was 
obtained on 87%. Patients involved in group-related religious activities experienced a shorter 
time to remission. Although numerous religious measures were unrelated by themselves to 
depression outcome, the combination of frequent religious attendance, prayer, Bible study, and 
high intrinsic religiosity, predicted a 53%increase in speed of remission (HR 1.53, 95% CI1.20-
1.94, p = 0.0005, n = 839) after controls. 
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Vahabzadeh, Vala’I, Dehghani and Khorasani (2011) studied religious beliefs and their 
role in reducing anxiety on high school students of Tehran and it has been found that, the average 
of anxiety scores was higher in those who had lower religious beliefs. So, it is revealed that there 
is a significant correlation between the scale of anxiety and the students’ are being bound up on 
religious beliefs.  
Bridges and Spilka (1992) reported that college women who are religiously active are less 
anxiety prone than those that are not religiously active. Nielman and Persaud (2014) expressed 
that 20% to60% variables of mental health in adults can be obtained by belief in religion which 
can reduce anxiety. Bickel (2016) found an increase in depressive affect under conditions of high 
stress with the reported use of the self-directing religious coping style. The use of the 
collaborative coping style, on the other hand, produced a decrease in depression under the same 
conditions. 
The findings from the above empirical reviews on religiosity and mental illness shows 
that religious practices plays a significant role to the development of mental illness. All the 
reviews by various studies showed that religious practices form part of the basic factors to the 
etiology and treatment of mental illness. These empirical findings have giving a strong support to 
the finding of the present investigation which tested the influence of Tiv religious practices on 
the development of mental illness. 
2.4 Summary of Literature Review 
The three major variables in the research study were critically reviewed under conceptual 
review with relevant references and empirical studies. These concepts include mental illness 
which is a health related problem that significantly affects how a person feels, thinks, behaves 
and interacts with other people. It is diagnosed according to Standardized criteria as contain in 
the Diagnostic and Statistical Manuel for mental illness (DSM). The concepts of culture was also 
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reviewed that sis defined as that complex whole which includes, knowledge, beliefs, art, morals, 
law, custom and any other capabilities and habits acquired by members of the society .  the 
concepts of Igbe and religiosity were also reviewed. Igbe and religiosity being the independent 
variable which is the cause is a culture bound syndrome peculiar to the Tiv culture. Igbe is a 
deity that is responsible for irregular menstruation, abortion, serious vomiting, bleeding, 
impotence in men, and fertility of the land, bad luck and infertility in women. According to 
research informant, this deity originated from Swem the historical ancestral abode of the Tiv 
people and si not a respecter of age, sex and race. Also major theories, the psychological model, 
biological model and social model of mental illness which states that interactions between 
biological, psychological and social factors determine the cause, manifestation and outcome of 
illness and disease. The biopsychosocial model argues that any one factor is not sufficient, it is 
the interplay between peoples genetic makeup (biology), mental health and behavior 
(psychology), and social and cultural context that determine the course of their heath related 
outcomes. Empirical review of relevant literature on culture, religiosity and mental illness were 
critically reviewed with current scholars in the field of clinical psychology. 
2.5 Hypotheses 
i.  “Igbe” religious practice will significantly influence the development of mental illness of 
among Tiv people in Benue State. 
ii. The influence of “Igbe” religious practice will significantly differ between the young and 
their older counterparts in the development of mental illness among the Tiv people of Benue 
State. 
iii. “Igbe” religious practice will significantly influence other ethnic groups in development of 
mental illness.  
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iv. The influence of “Igbe” religious practice will significantly differ between male and their  
female counterparts in the development of mental illness among the Tiv people of Benue 
State 
v. There will be a significant interaction effect of age and sex on the influence of “Igbe” 
religious practice in the development of mental illness among the Tiv people of Benue State. 
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CHAPTER THREE 
                                                          RESERACH METHOD 
This chapter presents the research design to be adapted for the study, description of the 
setting, participants, sampling, research instruments, and procedure for data collection and 
statistical method for analyzing data that will be collected in the course of research. 
3.1 Design 
 The study used both qualitative and quantitative research design because questionnaires 
and focus group discussion were applied for data collection. A focus group discussion on Igbe in 
the MINDA geopolitical zone of the Tiv was carried out by the researcher to elicit information 
which formed the development of the Igbe instrument that was used for data collection from the 
participants. Igbe religious practice was the independent variable and mental illness as the 
dependent variable. The developed instrument was used for data collection in the remaining four 
geopolitical zones comprising of Jechira, Jemgbagh, Kwande and Sankera respectively. 
3.2 Setting 
This research was conducted in the five geopolitical zones of the Tiv speaking areas of 
Benue State. This is because Igbe deity is mostly peculiar to the culture of the Tiv people but can 
also affect other tribes. The Tiv form the largest ethnic group in North Central Nigeria and are 
the largest ethnic group in Benue State. They settled on both banks of the river Benue. The group 
constitutes approximately 3.5% of Nigeria's total population, and numbered about 6.5 million 
individuals throughout Nigeria and Cameroon. The Tiv are the 4th largest ethnic group in 
Nigeria. Bahannan expresses, that, their home land stretches from approximately 60 to 1000 east 
by the Hausa speaking Mada, the Jukun and Chamba, to the North by the Alago and Akwa, to 
the south by the Udam (Shishima, 1993). The Tiv occupy 14 Local Government Areas, which 
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are as follows; Kwande, Makurdi, Ushongo, Vandiekya, Konshisha, Ukum, Gboko, Logo, Gwer, 
Gwer West, Guma, Katsina-Ala, Buruku and Tarka respectively. The Tiv people are basically 
farmers and the language spoken by them is known as Zwa Tiv ( Tiv Language) with little 
variation among the various districts. The concept of Aondo (God), Tsav (Witchcraft), Ujijingi 
(Spirit) and Akombo (Rituals) which Igbe is part of constitute the sum total of Tiv world view, 
religion permeates all facets of life (Shishima, 1993). 
3.3 Participants 
The participants for the study comprised of the four selected geopolitical zones of the Tiv 
areas which include; Jechira, Jemgbagh, Kwande and Sankera. This does not include the 
MINDA zone because the zone was used by the researcher for pilot study to establish the 
psychometrics properties for the developed Igbe inventory. The population of the four zones was 
estimated at 2,451,833 (Census, 2006). Out of the total population of the zones, a sample size of 
1600 between the age ranges of 19 to 80 years was used as participants for the study. Out of the 
total population of the study, 1037 (64.8%) were male while 503(31.8%) were female and 
60(3.8%) were missing. Also 151(9.4%) participants had no formal education, 119(7.4%) had 
primary education, 251(15.7%) had secondary education, 1002(62.6) had tertiary education and 
77(4.8%) were missing. Again 284(17.4%) participants were farmers, 240(15%) were civil 
servants, 492(30.8%) were students, 428 (26.8%) did not mention occupations and 156 (9.8%) 
were missing. Furthermore, the marital status of the participants showed that 535(33.4%) were 
single, 910(56.9%) were married, 26(1.6%) were separated, 43(2.7%) were widowed, and 
86(5.4%) were missing. In addition, participant’s religious affiliation indicated that 1445 
(90.3%) were Christians, 26(1.6%) were Islam, 55(3.4%) were African traditional religion, other 
religious were 13 (.8%) and 61(3.8) missing. Lastly, the denominations of the participants 
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showed that, 482(30.1%) were Catholics, 463(28.9%) were Pentecostals, 88(5.5%) were 
protestants, other denominations were 15(.9%) and 552(34.5%) were missing respectively. 
3.4 Determination of Sampling Size 
The sample size determination formula of Taro Yamane (Yamane, 1973) formula with 
95% confidence level was used to determine the sample size for the study (Nnabuke, 2004). The 
sample size determination of the Tiv people was based on the four geopolitical areas of the Tiv 
land: 
The formula is presented as follows: 
 = 1 +  () 
Where 
n = sample size sought 
e = level of significance 
N = population size 
Jechira Geopolitical Areas comprises of: 
Vandeikya Local Government Area with population of 532,881 (2006, Census). 
Konshisha Local Government Area with population of 225,672 (2006, Census). 
Total population of Jechira = 758553  
Sample Size determination 
758553	1 + 758553		(0.05) 
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= 758553	1896.385 = 399.99 = 400 
 
Jemgbagh Geopolitical Areas comprise of: 
Gboko Local Government Area with population of 358,936 (2006, Census). 
Tarka Local Government Area with population of 79,280  (2006, Census). 
Buruku Local Government Area with population of 203,721 (2006, Census). 
Total population of Jemgbagh = 641,937 
Sample Size determination 
6419371 + 641937		(0.05) 
= 641937	1604.845 = 399.99 = 400 
 
Kwande Geopolitical Areas comprise of: 
Ushongo Local Government Area with population of 191,935 (2006, Census). 
Kwande Local Government Area with population of 248,697 (2006, Census). 
Total population of Kwande = 440,632  
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Sample Size determination 
4406321 + 440632		(0.05) 
= 440632	1101.5825 = 399.99 = 400 
 
Sankera Geopolitical Areas comprises of: 
Ukum Local Government Area with population of 216,930 (2006, Census). 
Katsina-Ala Local Government Area with population of224, 718 (2006, Census). 
Logo Local Government Area with population of169, 063 (2006, Census) 
Total population of Sankera = 610,711 
Sample Size determination 
610711	1 + 610711		(0.05) 
= 610711	1.52678 = 399.99 = 400 
The total sample size therefore is 16,000 participants. 
3.5 Sampling Technique 
A convenient and purposive sampling technique (non –probability sampling method) was 
used for the selection of the 1600 participants who were from the selected four geopolitical zones 
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of the Tiv people because of their convenient accessibility and for the purpose of the research in 
which they were requested to complete the questionnaire on voluntary basis after the informed 
consent forms were shared intimating them of the research purpose and assuring them of their 
confidentiality.  
3.6 Instruments 
The instruments used for data collection were: 
Igbe Inventory: The Igbe inventory is a self developed inventory by the researcher for the 
measure of Igbe. The Igbe inventory was developed through a focus group discussion study to 
elicit information which formed the development of the instrument, and pilot study for validation 
and reliability of the instrument was conducted using the MINDA group. A focus discussion 
group was organized by the researcher which assisted in the transcription of the items of the 
questionnaire that was administered to the participants in the MINDA geopolitical area of the Tiv 
people. The focus group was divided in to three groups, group one comprised of 12 people, 
group two 7 people, and group three 9 people totaling 27 participants. All the 27 participants 
were people who had experience about Igbe and have seen the effect of Igbe on Igbe victims. 
Through the discussion, the researcher took comprehensive notes which helped in the 
transcription of the focus group discussion to questionnaires. These questionnaires were then re-
evaluated by the members of the focus group and validated by different lecturers of Benue State 
University before it was used for pilot study for reliability testing. The Igbe inventory has two 
sections, section one measures demographic variables while section two measures the mental 
effect of Igbe on five likert-points ranging from 1 strongly disagree to 5 strongly agree. The 
inventory has 14 items concerning the knowledge of Igbe in the first section and 28 items 
focusing on experience of Igbe in the second section.  
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The Religious Commitment Scale: This scale was developed by Worthington, Wade, 
Hight, Ripley, McCullough, Berry, Schmitt, Berry, Bursley & Conner (2012). The scale has 10 
items to be answered on a five Likert-point ranging from 1 not of all true of me to 5 totally true 
of me. The scale has a strong internal consistency of .89 with a proven good validity of above .76 
respectively. The scale is suitable for  use in both mental healthcare and pastoral care. The scale 
is designed and validated to professional communication about faith and meaning of life. 
 3.7 Procedure  
The researcher travelled to the selected four geopolitical zones of the Tiv people and 
administered 1600 questionnaires to the participants at their various residences in the villages 
among those who had knowledge about Igbe and those who had not. The questionnaires were 
shared to the participants by the researcher after they were given informed consent forms to 
assure them of confidentiality. In the field, most people whom the researcher met to answer the 
questionnaires declined with the reasons that, they don’t want to do anything with the culture of 
Igbe and this was particularly to people who claimed that their religious doctrines did not allow 
them to participate in issues that involve traditional affiliation. Apart from that, when people saw 
that the questionnaires were about Igbe, they were afraid because of what they might have heard 
about Igbe  and didn’t want to involve themselves into anything relating to Igbe. It was not an 
easy task for the researcher to convince people to participate in the study despite the explanations 
the researcher gave them about the purpose of the study and assuring them of their safety. In 
some areas, the participants took the researcher to their chief for more explanation and 
clarification before they agreed to answer questionnaires that were given to them. 
3.7.1 Pilot Study 
Pilot study was conducted by the researcher for reliability testing of the Igbe instrument. 
The pilot study was conducted in the MINDA geopolitical area of the Tiv ethnic group. A total 
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number of 11 participants were used for the pilot study. Out of the 11 participants 10 (90.9%) 
were male and 1(9.1) female. All the participants had tertiary institution certificates. Also 
1(9.1%) participant was an applicant, 1(9.1%) was a lecturer, 3(27.3%) were civil servants, 
1(9.1%) was self employed, 4 (36.4%) were teachers and 1(9.1) did not indicate. 2(18.2%) 
participants were single, 8(27.7%) were married and 1(9.1%) did not indicate. Among the 
participants 10 (90.9%) were Christians and 1(9.1%) did not indicate. Based on participants 
denomination 6(54.5%) were catholic, 2(18.2%) were NKST, 2(18.2%) were Pentecostals and 
1(9.1) did not indicate. Furthermore 8(72.7%) participants had much knowledge about Igbe, 
2(18.2%) had little knowledge about Igbe and 1(9.1%) did not indicate. The result of the pilot 
study indicated a reliability coefficient about  knowledge of Igbe Cronbach’s Alpha of .45 while 
experience about Igbe indicated a reliability Cronbach’s Alpha of .90 and the reliability  for all 
the variables indicated .86 respectively. The result of the pilot study generally indicated a high 
level of reliability of the Igbe inventory. 
3.7.2 Ethical Consideration Approval 
 Ethical issues were taken into consideration by the researcher to conduct the study, and got 
the consent of those who were involved. Where consent was sought and refused, no attempt was 
made to collect data from such people. In order to ensure accurate standardization, quality 
control procedure was put in place as can be seen below: 
i. Examiner qualification procedure 
ii. Permission and informed consent 
iii. Scoring  
iv. Recording 
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3.8 Data analysis 
Descriptive statistics such as, Means, Standard Deviation, Frequencies and Simple 
percentages were used to analyze data on the demographic characteristics of the respondents. On 
the other hand, Inferential Statistics such as, Analysis of Variance (ANOVA), Chi-Square, T-
Test, Correlation and Regression were used for the testing of hypotheses. Correlation was used to 
establish the relationship between dependent and independent variables that was involved in the 
study. Correlation is a statistic that describes the relationship between two or more variables. 
ANOVA was chosen because it tries to account for all the variance in a set of data. If scores 
differ from each other, test measures the amount of variance, which can be accounted for by the 
differences between conditions. Regression tries to look for the independent and joint influence 
of the variables in the study. 
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CHAPTER FOUR 
RESULTS 
4.1 Introduction 
This chapter deals with the result and interpretation of the study which investigates the 
role of “Igbe” practices in the development of mental illness among the Tiv people of Benue 
state. Summary tables are used and the results are presented according to the stated hypotheses 
and their interpretations follow immediately after each table.  
4.2  Hypotheses Testing 
4.2.1 Hypothesis 1 
This hypothesis stated that Igbe” religious practice will significantly influence in the 
development of mental illness among the Tiv people in Benue State. To test this hypothesis, 
simple linear regression analysis was used and the result is presented in table 4.2.1 below.  
Table 4.2.1: Simple linear regression analysis summary table showing the influence of 
Igbe religious practice in the development of mental illness among the Tiv 
people in Benue State 
Variables R R2 F      t     P Remark 
Constant .553 .306 590.845  22.419 .000  
Igbe religious practice    .553 24.307 .000 Sig 
Dependent Variable: Development of Mental Illness 
F(1, 1340) = 590.845; P<.001; R=.553 and R2 = .306 
 
Result in table 4.2.1 shows a significant score. It shows the influence of Igbe religious 
practice in the development of mental illness, the result shows that Igbe religious practice has a 
significant influence in the development of mental illness [β=-.553, t = 24.397; p<.001]. 
Observation further revealed that Igbe religious practice significantly accounted for 30.6% of the 
total variance observed in the development of mental illness. Hypothesis one which stated that 
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‘“IGBE” religious practice will significantly influence in the development of mental illness 
among the Tiv people of Benue State’ is therefore accepted.  
4.2.2 Hypothesis 2 
This hypothesis stated that, the influence of “Igbe” religious practice will significantly differ 
between the young and their older counterparts in the development of mental illness among the 
Tiv people of Benue State. To test this hypothesis, independent t-test was conducted and the 
result is presented in table 4.2.2. 
Table 4.2.2: Independent t-test summary table showing age difference (young and old) in 
the development of mental illness 
Dependent 
Variable 
Group N Mean SD SE t  Df P Remarks 
 Young 612 12.01 2.59 .105     
Mental Illness      4.090 1359 .000 Sig 
 Old 749 12.61 2.80 .102     
 
Result in table 4.2.2 shows a significant score. It shows that there is a significant age 
difference on the influence of Igbe religious practice in the development of mental illness among 
the respondents [t (1359) = -4.090; p<.001]. Further comparism in the age difference shows that 
older adults (Mean = 12.61, SD = 2.80) significantly reported higher influence of Igbe religious 
practice than their younger counterparts (Mean = 12.01, SD = 2.59) on the development of 
mental illness among the respondents in the study area. Hypothesis two which stated that ‘the 
influence of “Igbe” religious practice will significantly differ between the young and their older 
counterparts in the development of mental illness among the Tiv people of Benue State’ was 
therefore returned.  
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4.2.3 Hypothesis 3 
This hypothesis stated that “Igbe” religious practice will significantly influence other ethnic grou 
ps in development of mental illness. To test this hypothesis, Ch-Square test was conducted and 
the result is presented in table 4.2.3.  
Table 4.2.3: Chi-square goodness of fit showing the influence of Igbe on other ethnic 
groups 
Dependent Variable Group Observed Expected X2 Df p  Remarks  
Influence of Igbe in the 
development of mental 
illness among other tribes 
Tiv 183 309     
Idoma 337 309     
Igede 295 309 417.251 4 .000 Sig 
Itilo 418 309     
Others 312 309     
 
The result from table 3 shows a significant influence of Igbe religious practice on other 
ethnic groups in the development of mental illness. It shows that there is a significant influence 
of Igbe religious practices on other ethnic groups in the development of mental illness [X2 (4) = 
417.251; p<.001]. This result implies that all ethnic groups are significantly influence by Igbe 
religious practice in the development of mental illness. The hypothesis which stated that ‘Igbe” 
religious practice will significantly influence other ethnic groups in development of mental 
illness’ was therefore confirmed.  
4.2.4 Hypothesis 4 
This hypothesis stated that the influence of “Igbe” religious practice will significantly differ 
between male and their female counterparts in the development of mental illness among the Tiv 
people of Benue State. To test this hypothesis, independent t-test was used and the result is 
presented in table 4.2.4. 
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Table 4.2.4: Independent t-test summary table showing gender difference (male and 
female) in the development of mental illness 
Dependent 
Variable 
Group N Mean SD SE t  Df P Remarks 
 Male  909 12.65 2.62 .087     
Mental Illness      5.323 1397 .000 Sig 
 Female 490 11.79 3.02 .136     
  
 Result in table 4.2.4 shows influence of “Igbe” religious practice on gender difference in 
the development of mental illness among participants. The result shows that Igbe religious 
practice on male differed significantly from their female counterpart in the development of 
mental illness [t (1397) = 5.323; p<.001]. Further comparism shows that males (Mean = 12.65, 
SD = 2.62) significantly scored higher compared to their female counterparts (Mean = 11.79, SD 
= 3.02) in the development of mental illness. Hypothesis four which stated that ‘the influence of 
“Igbe” religious practice will significantly differ between male and their female counterparts in 
the development of mental illness among the Tiv people of Benue State’ was therefore accepted.  
4.2.5 Hypothesis 5 
This hypothesis stated that there will be a significant interaction effect of age and sex on the 
influence of “Igbe” religious practice in the development of mental illness among the Tiv people 
of Benue State.To tests this hypothesis, univariate analysis of variance was used and the result is 
presented in the table 4.2.5.  
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Table 4.2.5 Univariate analysis of variance showing the interactive effect of age and sex 
of Igbe religious practices in the development of mental illness  
Source Type II SSQ Df MSQ F Sig  Ŋ 
       
Sex 170.396 1 170.396 23.757 <.001 .017 
Age 41.556 1 41.556 5.794 <.05 .004 
Sex*Age 122.199 1 122.199 17.038 <.001 .012 
Error 9682.6.4 1350 7.172    
Total 236236.00 1354     
 
 Result in table 4.2.5 shows a significant score on the interactive effect of age and sex on  
Igbe religious practices in the development of mental illness in the study area. From the result, 
there is a significant effect of sex [F (1, 1350) = 170.396; p<.001] and age [F (1, 1350) = 41.556; 
p<.05] of Igbe religious practices in the development of mental illness among the Tiv people of 
Benue State. The result shows based on the Eta coefficient (ŋ) that sex reported 1.7% effect (ŋ = 
.017) and age reported 0.4% effect (ŋ = .004).  
 On the interactive effect of sex and age, the result shows that there is a significant 
interactive effect of sex and age on Igbe religious practices in the development of mental illness 
[F (1, 1350) = 17.038; p<.001]. The result further shows on the interactive effect that both sex 
and age reported 1.2% of the effect based on the Eta coefficient of (ŋ = .012). 
 Since there is an interactive effect, multiple comparism was conducted and the result is 
presented in table 4.2.5.1.  
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Table 4.2.5.1 LSD multiple comparism showing the interactive effect of sex and age of Igbe 
religious practices in the development of mental illness  
 
Variables 1 2 3 4 Mean SD N 
        
Male Young (1) -    12.05 2.38 361 
Male Old (2) 1.00** -   13.05 2.52 507 
Female Young (3) 0.11 1.09** -  11.94 2.91 245 
Female Old (4) 0.37 1.40** 0.26 - 11.68 3.13 241 
** Sig at .001 
 Result in table 4.2.5.1 shows LSD multiple comparism on the interactive effect of sex 
and age of Igbe religious practices on the development of mental illness. The result shows the 
significant difference between male who are old and male who are young (LSD = 1.000; p<.001) 
indicating that male who are old (Mean = 13.05, SD = 2.52) significantly scored higher on the 
development of mental illness than male who are young (Mean = 12.05, SD = 2.38). Also, there 
was a significant difference between female who are young and male who are old on the 
development of mental illness (LSD = 1.09; p<.001) with male who are old (Mean = 13.05, SD = 
2.52) significantly scoring higher on the development of mental illness than female victims who 
are young (Mean = 11.94, SD = 2.91). Furthermore, there was a significant difference between 
female who are old and male who are old on the development of mental illness among victims of 
Igbe religious practices (LSD = 1.40; p<.001) with male who are old (Mean = 13.05, SD = 2.52) 
significantly scoring higher than female who are old (Mean = 11.68, SD = 3.13).  
 On the other hand, there was no significant difference between female who are young and 
male who are young (LSD = 0.11, p>.05), no significant difference between female who are old 
and male who are young (LSD = 0.37) as well as no significant difference between female old 
and female young (LSD = 0.26; p>.05) in the development of mental illness among victims of 
Igbe religious practices.  
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Incidental Findings 
 This study sought to find the role of Igbe religious practice in the development of mental 
illness among Tiv people of Benue state. Five hypotheses were stated and tested and the result is 
presented in the previous part of this chapter. This incidental finding sought to identify the kind 
of relationship that exists among the variable under consideration which are Igbe religious 
practice, age as well as the development of mental illness. To investigate this, correlation matrix 
was used and the result is presented in the summary table below.  
Table 4.2.6: Correlation matrix for the relationship among age, Igbe in Tiv culture, 
religious practice and the development of mental illness 
Variables 1 2 3 Mean  SD 
Age (1) -   39.20 14.42 
Igbe religious practice (2) .080** -  90.32 21.91 
Development of mental illness (3) .142** .553** - 12.30 2.78 
** sig at 0.001 
 
Result in table 4.2.7 shows the relationship among age, Igbe religious practices and the 
development of mental illness. The result shows that there is a significant positive relationship 
between age and Igbe religious practices (r = .080; p<.001), significant positive relationship 
between age and the development of mental illness (r = .142; p<.001), significant positive 
relationship between Igbe religious practices and development of mental illness (r=.553; 
p<.001). 
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CHAPTER FIVE 
DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS   
This chapter presents the discussion, conclusion and recommendations of the research 
study based on the field work findings. 
5.1 Discussion 
The study investigated the role of “Igbe” religious practices in the development of mental 
illness among the Tiv people of Benue State. 
The first hypothesis stated that Igbe” religious practice will significantly influence in the 
development of mental illness among the Tiv people in Benue State. This hypothesis was tested 
using simple linear regression analysis and the result showed that Igbe religious practice in Tiv 
culture has a significant influence on the development of mental illness among the Tiv people of 
Benue State and the hypothesis was duly accepted. This implies that, Igbe in Tiv culture among 
other things contribute to the development of mental illness. This finding agrees with Sheikh and 
Furnham (2000) who examined the relationship between culture beliefs about the causes of 
mental illness and attitudes associated with seeking professional help for psychological 
problems. Their finding showed that cultural beliefs were positively related to the causes of 
mental illness. Also the result of the study is in line with Nalini (2011) who examined cultural 
and gender influences on mental health, health beliefs, health behavior, help-seeking and 
treatment expectations for mental health problems in newcomers to Canada who were members 
of an ethno-cultural, visible minority population -the Sri Lankan Tamils. Her finding showed a 
significant influence of cultural beliefs on the development of mental illness and other mental 
health related issues among the people. In addition the result agrees with Michelle and Patrick 
(2017) who investigated depression in the barrio: An analysis of the risk and protective nature of 
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cultural values among Mexican American substance users. In addition, findings revealed that age 
is inversely related to depressive symptomatology. Young Mexican American heroin users who 
do not ascribe to traditional Latino values were highly associated with depression and therefore 
more vulnerable to riskier drug use behaviors. Moreover, drug-using social networks may affect 
the protective nature of certain cultural values. Furthermore the finding is in line with Natalio 
and Natalia (2005) who examined the hypothesis that cultural factors influence the relation 
between Perceived Emotional Intelligence (PEI) and depression. The finding revealed that 
depression was fundamentally associated with PEI (20% of the variance), gender (5% of the 
variance) and with cultural dimensions (approximately 6%). 
The second hypothesis stated that the influence of “Igbe” religious practice will 
significantly differ between the young and their older counterparts in the development of mental 
illness among the Tiv people of Benue State. This hypothesis was tested using independent t-test 
and the result showed a significant age difference on the influence of Igbe religious practice in 
the development of mental illness among the respondents. This implies that, there exists a clear 
difference between the older people and the younger people towards the influence of Igbe 
religious practice in the development of mental illness. This finding is in line with a research 
informant named Tyover (An informant) who categorically postulated that the older people are 
more prone and affected by Igbe as compared to the younger people for the fact that they have 
the basic knowledge about the Igbe more than  the younger one. Also their old age cannot stand 
the gravity of the effect of Igbe and are more likely to experience a swift development of mental 
illness. 
The third hypothesis stated that “Igbe” religious practice will significantly influence other 
ethnic groups in the development of mental illness.. This hypothesis was tested using Chi-Square 
goodness of fit and the result showed a significant influence of Igbe religious practices on other 
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ethnic groups in the development of mental illness. This implies that, the effect of Igbe is not 
only peculiar to the Tiv people but can also affect other tribes that go against it in Tiv culture. 
This finding agrees with Baba Iorfa (Research informant) who stated that Igbe in Tiv culture 
knows no tribe when you go against it and cited an example of a British foreigner who was 
affected by the Igbe in the 1960s during the period of Nigerian colonization. According to him, 
the Igbe Ivesen can affect other tribes too if they steal or touch something that Igbe emblem is 
used to protect (yange).  He further explained that Igbe has no respect for any one and have the 
same effect on everybody that goes against it without limitation. 
The fourth hypothesis stated victims of “IGBE” religious practices who are male will 
differ significantly from their female counterparts on mental illness. This hypothesis was tested 
using independent t-test and the result showed that gender difference influence of Igbe religious 
practices on the development of mental illness among participants. This implies that, the effect of 
Igbe differs between man and woman. This finding agrees with Dekela, (Research informant), 
who said that the Igbe Ikiriki (small Igbe) portends more danger to women than their men 
counterpart; it however, affects the men too. In women the symptoms associated with it include, 
diarrhea, vomiting, infertility, abortion, bad luck, barrenness, dizziness, stomach ache which 
makes one feel as if his intestines may cut; the pains of the stomach ache occurs around the 
pelvic region. 
The fifth hypothesis stated that there will be a significant main and interactive effect of 
age and sex on victims of “IGBE” religious practice on mental illness.  This hypothesis was 
tested using Univariate analysis of variance and the result showed that that there is a significant 
interactive effect of sex and age in the development of mental illness among victims of Igbe 
religious practices. This implies that, sex and age have an interactive effect on victims of Igbe 
religious practice on mental illness. This finding agrees with Martina and Dragan (2016) who 
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evaluated the impact of religiosity and age on the quality of life and psychological symptoms of 
chronic mental patients. Their finding showed that religious activities and age of their research 
participants correlated with the etiology of their mental illness and mental health issues. The 
result is also in line with Nalini (2011) who examined cultural and gender influences on mental 
health, health beliefs, health behavior, help-seeking and treatment expectations for mental health 
problems in newcomers to Canada who were members of an ethno-cultural, visible minority 
population -the Sri Lankan Tamils. Her finding showed a significant influence of cultural beliefs 
on the development of mental illness and other mental health related issues among the people. 
The incidental findings of the study revealed that there is a significant positive 
relationship between age and Igbe in Tiv culture, significant positive relationship between age 
and the development of mental illness, significant positive relationship between religious 
practices and Igbe in Tiv culture, significant positive relationship between development of 
mental illness and Igbe in Tiv culture and significant positive relationship between development 
of mental illness and religious practices.  
5.2 Conclusion 
 Based on the findings, it is concluded that, Igbe religious practices among the Tiv people 
have a strong contribution to the development of mental illness. Also the effect of igbe is not 
peculiar to the Tiv people alone but cut across individuals from other tribes that violate or go 
against the Igbe. Furthermore, the effect of Igbe varies among male and female as the effect is 
more pronounced on female than the male. Finally, the effect of Igbe is more severe on the older 
people than the younger ones. 
 
 
87 
 
5.3 Recommendations 
i. Cultural and religious practice should always be considered by clinicians when handling 
issues of mental illness in Tiv land and across other tribes for effective treatment and 
etiology of mental illness. 
ii. Clinical professionals should not only center their clinical practice on Euro-American 
perspective but should be flexible in their approach to mental health issues that would 
consider other factors such as cultural and religious practices of the people. 
iii. Health professionals should imbibe the culture of searching into their immediate 
surrounding for the causes and treatment of mental illness rather than relying on foreign 
knowledge that only focuses on their environment. 
5.4 Limitations of the Study 
i. The research only covered the four geo-political areas in Tiv land which limit the 
generality of the research findings. 
ii. The research centered on only one aspect of culture bound syndrome to the development 
of mental illness which makes the study limited as there are other culture bond 
syndromes that also lead to the development of mental illness.  
iii. Not all culture-bound syndromes in Tiv culture that have history of mental illness 
development was captured in the study which makes the research a unidirectional study.  
5.4 Future Directions of the Study 
i. Future studies should focus on different culture bound syndromes that exist among other 
ethnic groups for more empirical evidence rather than generalising of results based on 
report from informats. 
ii. Apart from culture and religious practices, future studies should look at other factors that 
may influence the development of mental illness such as environment, belief system etc.  
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iii. Also future studies should explore the various treatments techniques of culture bound 
symdromes of diferent ethnic groups and see how it can be included in the next DSM 
publication.  
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Appendix B1: Questionnaire English Version        
                          Department of Psychology, 
                          Benue State University, 
                          Makurdi. 
Dear Respondent (s) 
I am a Ph.D student of the above named institution, undertaking a thesis on the role of “Igbe” 
and religious practices on the development of mental illness among Tiv people of Benue State. 
Please, kindly respond to these questions as sincerely as possible for your responses will be 
treated with strict confidentiality and for this purpose only. 
There is no right or wrong answers. 
Thanks for your cooperation. 
Yours sincerely. 
 
Pauline Aiingona Atsehe 
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IGBE INVENTORY (ENGLISH VERSION) 
SECTION A 
1.1 Sex:  Male [  ] Female [  ] 
1.2 Education: No formal [  ]  Primary [  ] Secondary [  ] 
Tertiary [  ] 
1.3 Age: ________________________ 
1.4 Occupation:  _ _ _ _ _ _ _ _ _ _ _ 
1.5 Marital Status: Single [  ]  Married [  ] Separated [  ] 
Divorced [  ] Widow(er) [  ] 
1.6 Religion: ___________________Denomination: _____________ 
1.7 Have you have any knowledge of Igbe? Much [  ] Little [  ] Not at all [  ] 
SECTION B 
Knowledge of Igbe 
Strongly disagree (1)      Disagree (2)       Not decided (3) Agree  (4)  
Strongly agree (5) 
S/No. Item 1 2 3 4 5 
2.1 I believe Igbe is only peculiar to Tiv culture      
2.2 Igbe can only affect those who practice it      
2.3 I believe Igbe can cause mental illness      
2.4 Igbe can affect other tribes if they violate its rules.      
2.5 Igbe can affect those who do not practice it in as much as they violate 
its rules. 
     
2.6 Igbe ritual is an idol of worship      
2.7 Igbe can cause miscarriage in women      
2.8 Igbe cannot cause mental illness      
2.9 Igbe can kill in as much as you violate its rules.      
2.10 Igbe can cause irregular menstruation.      
2.11 Igbe ritual is a mode of protection from enemies.      
2.12 Igbe can be pratised as both a ritual and a treatment modality.      
2.13 Igbe can cause barreness in women      
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2.14 Victims of Igbe can be treated through orthodox practise.      
SECTION C 
Experience of Igbe 
S/No. Item 1 2 3 4 5 
3.1 Igbe can cause impotency in men      
3.2 Igbe can  cause dizziness and severe headache      
3.3 Igbe can make ones’ eyes to be painful      
3.4 Igbe can make ones head seems to be bursting      
3.5 Igbe can cause one to loss his/her mental power.      
3.6 Igbe can make ones feeling some minor cramps.      
3.7 Igbe can make one feel down-hearted and blue.      
3.8 Igbe can make one’s heart beat faster than usual      
3.9 Igbe can make one always have crying spells.      
3.10 Igbe makes one feel nervous and anxious      
3.11 Igbe can easily make one get upset.      
3.12 Igbe can make you afraid      
3.13 Igbe can make you have fainting.      
3.14 Igbe can make you feel weak and get tired easily.      
3.15 Igbe can cause you stomach aches or indigestion      
3.16 Igbe can make ones hands usually hot and blushes.      
3.17 Igbe can cause night mares      
3.18 Igbe can make one feel frightful or bad dreams      
3.19 Igbe can make one feel something moving in stomach.      
3.20 Igbe can cause heat all over my body      
3.22 Igbe can make one get easily annoyed      
3.23 Igbe can make one feel life is not worth living.      
3.24 Igbe makes one feel sad.      
3.25 Igbe can make ones head seem to be bursting so that one has to hold 
head to prevent it. 
     
3.26 Igbe can make mere touching parts of my brain hurts.      
3.27 Igbe can make one vomit.      
3.28 Igbe make one feel miserable just for no reason.      
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SECTION D 
Religious commitment Inventory 
Instructions: Read each of the following statements. Using the scale to the right, CIRCLE the 
response that best describes how true each statement is for you. 
Not at all  Somewhat Moderately Mostly Totally 
true of me true of me true of me true of me true of me 
      1         2         3        4       5 
S/No. Item 1 2 3 4 5 
1. I often read books and magazines about my faith.      
2. I make financial contributions to my religious organization.      
3. I spend time trying to grow in understanding of my faith.      
4. Religion is especially important to me because it answers many questions 
about the meaning of life. 
     
5. My religious beliefs lie behind my whole approach to life.      
6. I enjoy spending time with others of my religious affiliation.      
7. Religious beliefs influence all my dealings in life.      
8. It is important to me to spend periods of time in private religious thought 
and reflection. 
     
9. I enjoy working in the activities of my religious affiliation.      
10. I keep well informed about my local religious group and have some 
influence in its decisions. 
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Appendix B2: Questionnaire Tiv Version   
 Department of Psychology, 
                           Faculty of Social Sciences, 
                           Benue State University, 
                           Makurdi. 
Hen or nan ikyar  
 Mngu wanye makeranta u mlu eren degiree u vesen (Ph.D) hen university u Benue State, 
hen Makurdi. Mngu ngeren kwagh sha itine kwagh I “Igbe” man aeren a kwagh Aôndo sha 
mzehemen u tovon sha iangev mbi ken ityo hen atô u Tiv, mba hen kpentar u Benue. 
 Wea rumun yô, na ikyaa sha mba mpin mba sha mimi man sha mfe wou cii sha er ikyaa 
yough la I a wase u ngeren kwagh sha Igbe tsembelegh yô. 
 Mlumun mba una ne, ushami shin ushami ga ngu ga. 
Msuur sha iwasen iyou. 
 
Kamo wou, 
 
Pauline Aiingona Atsehe 
 
 
 
 
 
 
 
 
103 
 
IGBE INVENTORY (TIV VERSION) 
Vegher u “A” 
1.8 Nomsor shin kwase:  Nomsor [  ] Kwase [  ] 
1.9 Kwagh u makeranta: makeranta ga [  ] Mber Primary [  ] Mber kôleji [  ]
 mza makeranta uvesen [  ] 
1.10 Anyom: ____________________ 
1.11 Tom u eren:  _ _ _ _ _ _ _ _ _ _ _ 
1.12 Kwase/Nom eren: Gbenger [  ] Er kwase/nom [  ] Er kpa due [  ] 
Er kpa se pav [  ] Er kpa akpe [  ] 
1.13 Kwagh Aondo: _________________ Vegher u chivir Aondo: _____________ 
1.14 U ngu a ma mfe sha kwagh u Igbe? Kpishi je [  ] Chuku tso [  ] Ga jimin cii [  ] 
Vegher u “B” 
Kwagh fan sha kwagh u Igbe: 
Mvenda tavelaa je (1) Mvenda (2)  Mfa kumam ga (3) Mlumun (4)  
Mlumun tavelaa je (5) 
S/No. Item 1 2 3 4 5 
2.1 Mna jighjigh me Igbe ka kwagh u ieren i tyo i Tiv tsee      
2.2 Igbe kôrun ior mba ve eren kwagh u igbe tsee      
2.3 M na jighjigh me igbe i afaityo u nan angev mbu ken tyo.      
2.4 Igbe i afaityo u korun izwa i gen kpaa alu ve per atindi a igbe yô.      
2.5 Igbe i a faityo u korun mba ve eren kwagh u igbe ga kpaa alu ve per 
atindi a igbe yô. 
     
2.6 Akombo a igbe ka eev mbu civir      
2.7 Igbe i ana kasev vea faityo u vihin yav.      
2.8 Igbe i a faityo u nan angev mbu ken tyo mbu or kera lun voughga ga.      
2.9 Igbe i a fatyô u wuan or u na per atindi a i yô.      
2.10 Igbe i a faityo u nan kasev zayol u duen won sha a shie ve vough vough 
ga. 
     
2.11 Akombo a igbe nga ne or kura yol hen mbaihyomov mba nan.      
2.12 Igbe ka i er i er akombo man kwaghsorun nahan.      
2.13 Igbe i a fatyo u nan kwase lun ikyôm      
2.14 Mba Igbe i kor ve yo afatyô u sôrun ve sha ahu a ikon, man avuu a ikon 
kua amise a ikon cii. 
     
 
104 
 
Vegher u “C” 
Mkav wou sha kwagh u Igbe 
S/No. Item 1 2 3 4 5 
3.1 Igbe i a fatyô u yangen nomsor mar.      
3.2 Igbe i a fatyô u nan iyol kpen man ityough ki nanden tavelaa.      
3.3 Igbe i a fatyô u nan or ashe a nyion      
3.4 Igbe ka i er or ityough kin nan ki lu er ki soo u paven nahan      
3.5 Igbe ka in a or nan kera henen kwagh er i doo u nan a henen la ga.      
3.6 Igbe ka i er i lu or er ikya ngi kôrun nan nahan.      
3.7 Igbe i a fatyô u na or hingir er na shi shima nahan.      
3.8 Igbe k i er shima i or i takwe fele fele i hemba er i vanden tankwe la.      
3.9 Igbe ka in a or nan vaan sha a beer akaa.       
3.10 Igbe ka in a or nan lu a mciem iyol man shin a lu zungulugh      
3.11 Igbe ka in a or na vihin shima fele fele.      
3.12 Igbe ka i na or lu a mchiem yol      
3.13 Igbe ka i na or nan hume.      
3.14 Igbe ka i na i tume or iyol shin an vor fele.      
3.15 Igbe ka i na yav mbu nyion shi kwaghyan shin u yak pa a sough fele 
fele ga. 
     
3.16 Igbe ka i na ave a tser shi a gba avav.      
3.17 Igbe i a fatyo u nan mnyam ma chien ma bov      
3.18 Igbe ka i na m chier u iyolugh man mnyam ma chien ma bov.      
3.19 Igbe ka i na i lu er kwagh ngu zenden shin uya yô.      
3.20 Igbe ka i na iyol cii ka i tseen.      
3.22 Igbe ka i na shima vihin fele fele.      
3.23 Igbe ka i na i lu or er man nan kera lu uma ga you.      
3.24 Igbe ka i na or nan yuen.      
3.25 Igbe ka i na ityough ki eren or er kaki ape hemben nahan, er a kor ki 
man a yange ki yô. 
     
3.26 Igbe ka i na ubenden mhilinim la atsee kpaa.      
3.27 Igbe ka i na or nan suwa.      
3.28 Igbe ka i na i lu er kwagh hemban a tyokyaa shio yô.      
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Vegher u D: 
Religious Scale 
S/No. Item 1 2 3 4 5 
1. Gbem je mer ityakerada sha ityesen man jighjigh wam unan la.      
2. Mne iwasen i inyaregh ken adua wam.      
3. Ka m vihi shie sha u nongun u vesen ken jighjigh wam.      
4. Kwagh Aondo ngu a inja hen amo sha ciu nan mo iwanger sha 
mba mpin sha kwagh u uma wam. 
     
5. Kwagh eren wam cii hagh sha jighjigh u kwagh Aondo wam      
6. Ka isaan mo iyol u lun imongo ver ior mba se eren kwagh Aondo 
mom yo. 
     
7. Kwagh-Aondo u m eren la wasen mo sha a kaa gbin a m eren ken 
uma wam cii. 
     
8. Hemba kan mo a inja u vihin shie mo tswen u timin sha kwagh-
Aondo man u henen sha mi kpaa. 
     
9. Ka i doom u eren ityom ken mba mzough mba kwagh Aondo 
wam. 
     
10. Ka m ver shima u lun a mkav sha mbamzough mbakwagh aondo 
wam, shi mlu a kwagh u orun sha mba mhen sha akaa a orun nav 
cii. 
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Appendix C:  National Population Commission 2006 Census 
Ado Local Government Area 184,389 
Agatu Local Government Area 115,597 
Apa Local Government Area 96,780 
Buruku Local Government Area 206,215 
Gboko Local Government Area 361,325 
Guma Local Government Area 194,164 
Gwer East Local Government Area 168,660 
Gwer West Local Government Area 122,313 
Katsina-Ala Local Government Area 225,471 
Konshisha Local Government Area 226,492 
Kwande Local Government Area 248,642 
Logo Local Government Area 169,570 
Makurdi Local Government Area 300,377 
Obi Local Government Area 98,707 
Ogbadibo Local Government Area 130,988 
Ohimini Local Government Area 70,688 
Oju Local Government Area 168,491 
Okpokwu Local Government Area 175,596 
Oturkpo Local Government Area 266,411 
Tarka Local Government Area 79,280 
Ukum Local Government Area 216,983 
Ushongo Local Government Area 191,935 
Vandeikya Local Government Area 234,567 
Source: National Population Commission of Nigeria (web), National Bureau of Statistics (web). 
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Appendix D1 : Pictures of Traditional Healer of Igbe 
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Appendix D2: Pictures of Traditional Healer of Igbe 
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Appendix D3: Picture of of Igbe 
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Appendix E: Statistical output of Pilot Study for Igbe Inventory Validation 
Frequencies 
 
Statistics 
 Sex Education Occupation Marital Status Religion Denomination Your knowledge of Igbe 
N 
Valid 11 11 11 10 10 10 10 
Missing 0 0 0 1 1 1 1 
Mean 1.0909 4.0000  1.8000 1.00 1.60 1.2000 
Std. Deviation .30151 .00000  .42164 .000 .843 .42164 
Variance .091 .000  .178 .000 .711 .178 
Minimum 1.00 4.00  1.00 1 1 1.00 
Maximum 2.00 4.00  2.00 1 3 2.00 
 
Frequency Table 
 
Sex 
 Frequency Percent Valid Percent Cumulative Percent 
Valid 
Male 10 90.9 90.9 90.9 
Female 1 9.1 9.1 100.0 
Total 11 100.0 100.0  
 
Education 
 Frequency Percent Valid Percent Cumulative Percent 
Valid Tertiary 11 100.0 100.0 100.0 
 
Occupation 
 Frequency Percent Valid Percent Cumulative Percent 
Valid 
 1 9.1 9.1 9.1 
Applicant 1 9.1 9.1 18.2 
Civil Servant 3 27.3 27.3 45.5 
Lecturer 1 9.1 9.1 54.5 
Self Employed 1 9.1 9.1 63.6 
Teacher 4 36.4 36.4 100.0 
Total 11 100.0 100.0  
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Marital Status 
 Frequency Percent Valid Percent Cumulative Percent 
Valid 
Single 2 18.2 20.0 20.0 
Married 8 72.7 80.0 100.0 
Total 10 90.9 100.0  
Missing System 1 9.1   
Total 11 100.0   
 
Religion 
 Frequency Percent Valid Percent Cumulative Percent 
Valid Christianity 10 90.9 100.0 100.0 
Missing System 1 9.1   
Total 11 100.0   
 
Denomination 
 Frequency Percent Valid Percent Cumulative Percent 
Valid 
Catholic 6 54.5 60.0 60.0 
NKST 2 18.2 20.0 80.0 
Pentacostal 2 18.2 20.0 100.0 
Total 10 90.9 100.0  
Missing System 1 9.1   
Total 11 100.0   
 
Your knowledge of Igbe 
 Frequency Percent Valid Percent Cumulative Percent 
Valid 
Much 8 72.7 80.0 80.0 
Little 2 18.2 20.0 100.0 
Total 10 90.9 100.0  
Missing System 1 9.1   
Total 11 100.0   
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Reliability 
 
Scale: Knowledge of Igbe 
 
Case Processing Summary 
 N % 
Cases 
Valid 10 90.9 
Excludeda 1 9.1 
Total 11 100.0 
a. Listwise deletion based on all variables in the procedure. 
 
Reliability Statistics 
Cronbach's Alpha 
Part 1 
Value -.080a 
N of Items 7b 
Part 2 
Value -.532a 
N of Items 7c 
Total N of Items 14 
Correlation Between Forms .613 
Spearman-Brown Coefficient 
Equal Length .760 
Unequal Length .760 
Guttman Split-Half Coefficient .744 
a. The value is negative due to a negative average covariance among items. This 
violates reliability model assumptions. You may want to check item codings. 
b. The items are: B1, B2, B3, B4, B5, B6, B7. 
c. The items are: B8, B9, B10, B11, B12, B13, B14. 
 
Item Statistics 
 Mean Std. Deviation N 
B1 3.4000 1.34990 10 
B2 2.1000 1.19722 10 
B3 3.7000 1.05935 10 
B4 3.8000 1.47573 10 
B5 4.1000 1.28668 10 
B6 3.4000 1.17379 10 
B7 4.2000 .63246 10 
B8 2.5000 1.17851 10 
B9 4.4000 .69921 10 
B10 4.2000 .78881 10 
B11 3.8000 .78881 10 
B12 4.2000 1.03280 10 
B13 3.9000 1.19722 10 
113 
 
B14 2.2000 1.54919 10 
 
 
Summary Item Statistics 
 Mean Minimum Maximum Range Maximum / Minimum Variance N of Items 
Item Means 
Part 1 3.529 2.100 4.200 2.100 2.000 .492 7a 
Part 2 3.600 2.200 4.400 2.200 2.000 .777 7b 
Both Parts 3.564 2.100 4.400 2.300 2.095 .587 14 
a. The items are: B1, B2, B3, B4, B5, B6, B7. 
b. The items are: B8, B9, B10, B11, B12, B13, B14. 
 
Item-Total Statistics 
 Scale Mean if Item 
Deleted 
Scale Variance if 
Item Deleted 
Corrected Item-Total 
Correlation 
Squared Multiple 
Correlation 
Cronbach's Alpha if 
Item Deleted 
B1 46.5000 28.278 -.449 . .463 
B2 47.8000 24.400 -.184 . .347 
B3 46.2000 25.067 -.239 . .353 
B4 46.1000 13.211 .771 . -.215a 
B5 45.8000 14.622 .750 . -.128a 
B6 46.5000 21.611 .061 . .250 
B7 45.7000 20.900 .407 . .170 
B8 47.4000 22.489 -.020 . .283 
B9 45.5000 20.722 .384 . .167 
B10 45.7000 21.789 .169 . .219 
B11 46.1000 18.544 .661 . .068 
B12 45.7000 16.900 .670 . -.003a 
B13 46.0000 23.778 -.133 . .328 
B14 47.7000 29.567 -.493 . .511 
a. The value is negative due to a negative average covariance among items. This violates reliability model assumptions. 
You may want to check item codings. 
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Scale Statistics 
 Mean Variance Std. Deviation N of Items 
Part 1 24.7000 9.344 3.05687 7a 
Part 2 25.2000 5.511 2.34758 7b 
Both Parts 49.9000 23.656 4.86370 14 
a. The items are: B1, B2, B3, B4, B5, B6, B7. 
b. The items are: B8, B9, B10, B11, B12, B13, B14. 
 
Reliability 
 
Scale: Knowledge of Igbe 
 
Case Processing Summary 
 N % 
Cases 
Valid 10 90.9 
Excludeda 1 9.1 
Total 11 100.0 
a. Listwise deletion based on all variables in the procedure. 
 
Reliability Statistics 
Cronbach's Alpha Cronbach's Alpha 
Based on 
Standardized Items 
N of Items 
.257 .451 14 
 
Item Statistics 
 Mean Std. Deviation N 
B1 3.4000 1.34990 10 
B2 2.1000 1.19722 10 
B3 3.7000 1.05935 10 
B4 3.8000 1.47573 10 
B5 4.1000 1.28668 10 
B6 3.4000 1.17379 10 
B7 4.2000 .63246 10 
B8 2.5000 1.17851 10 
B9 4.4000 .69921 10 
B10 4.2000 .78881 10 
B11 3.8000 .78881 10 
B12 4.2000 1.03280 10 
B13 3.9000 1.19722 10 
B14 2.2000 1.54919 10 
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Summary Item Statistics 
 Mean Minimum Maximum Range Maximum / Minimum Variance N of Items 
Item Means 3.564 2.100 4.400 2.300 2.095 .587 14 
 
 
Reliability 
 
 
Scale: Experience of Igbe 
 
Case Processing Summary 
 N % 
Cases 
Valid 9 81.8 
Excludeda 2 18.2 
Total 11 100.0 
a. Listwise deletion based on all variables in the procedure. 
 
 
Reliability Statistics 
Cronbach's Alpha 
Part 1 
Value .784 
N of Items 14a 
Part 2 
Value .891 
N of Items 13b 
Total N of Items 27 
Correlation Between Forms .739 
Spearman-Brown Coefficient 
Equal Length .850 
Unequal Length .850 
Guttman Split-Half Coefficient .842 
a. The items are: C1, C2, C3, C4, C5, C6, C7, C8, C9, C10, C11, C12, C13, C14. 
b. The items are: C15, C16, C17, C18, C19, C20, C21, C22, C23, C24, C25, C26, 
C27. 
 
 
Item Statistics 
 Mean Std. Deviation N 
C1 3.7778 .97183 9 
C2 4.3333 .70711 9 
C3 3.3333 1.32288 9 
C4 3.5556 1.01379 9 
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C5 3.5556 1.13039 9 
C6 3.3333 .86603 9 
C7 3.6667 1.41421 9 
C8 4.0000 1.32288 9 
C9 3.1111 1.36423 9 
C10 3.5556 1.33333 9 
C11 3.2222 1.48137 9 
C12 2.6667 1.00000 9 
C13 3.2222 1.48137 9 
C14 4.1111 1.26930 9 
C15 3.5556 1.13039 9 
C16 2.6667 1.11803 9 
C17 3.1111 1.26930 9 
C18 2.8889 1.26930 9 
C19 2.6667 1.41421 9 
C20 3.3333 1.00000 9 
C21 2.3333 1.32288 9 
C22 2.5556 1.23603 9 
C23 3.4444 1.50923 9 
C24 3.6667 .86603 9 
C25 3.1111 .92796 9 
C26 2.8889 1.36423 9 
C27 2.6667 1.22474 9 
 
 
Summary Item Statistics 
 Mean Minimum Maximum Range Maximum / Minimum Variance N of Items 
Item Means 
Part 1 3.532 2.667 4.333 1.667 1.625 .190 14a 
Part 2 2.991 2.333 3.667 1.333 1.571 .174 13b 
Both Parts 3.272 2.333 4.333 2.000 1.857 .251 27 
a. The items are: C1, C2, C3, C4, C5, C6, C7, C8, C9, C10, C11, C12, C13, C14. 
b. The items are: C15, C16, C17, C18, C19, C20, C21, C22, C23, C24, C25, C26, C27. 
 
Item-Total Statistics 
 Scale Mean if Item 
Deleted 
Scale Variance if 
Item Deleted 
Corrected Item-Total 
Correlation 
Squared Multiple 
Correlation 
Cronbach's Alpha if 
Item Deleted 
C1 84.5556 329.028 -.325 . .917 
C2 84.0000 309.250 .352 . .907 
C3 85.0000 282.250 .776 . .899 
C4 84.7778 320.194 -.075 . .914 
C5 84.7778 287.694 .770 . .900 
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C6 85.0000 333.000 -.482 . .918 
C7 84.6667 287.500 .605 . .903 
C8 84.3333 286.250 .681 . .901 
C9 85.2222 291.944 .530 . .904 
C10 84.7778 288.194 .630 . .902 
C11 85.1111 295.361 .411 . .907 
C12 85.6667 310.000 .213 . .909 
C13 85.1111 277.611 .784 . .899 
C14 84.2222 295.694 .486 . .905 
C15 84.7778 304.444 .324 . .908 
C16 85.6667 295.250 .573 . .904 
C17 85.2222 280.694 .851 . .898 
C18 85.4444 280.528 .855 . .898 
C19 85.6667 327.750 -.220 . .920 
C20 85.0000 294.750 .663 . .903 
C21 86.0000 280.250 .824 . .898 
C22 85.7778 289.944 .642 . .902 
C23 84.8889 274.861 .827 . .898 
C24 84.6667 304.250 .447 . .906 
C25 85.2222 300.944 .519 . .905 
C26 85.4444 289.278 .590 . .903 
C27 85.6667 285.500 .761 . .900 
Scale Statistics 
 Mean Variance Std. Deviation N of Items 
Part 1 49.4444 75.778 8.70504 14a 
Part 2 38.8889 108.611 10.42167 13b 
Both Parts 88.3333 318.500 17.84657 27 
a. The items are: C1, C2, C3, C4, C5, C6, C7, C8, C9, C10, C11, C12, C13, C14. 
b. The items are: C15, C16, C17, C18, C19, C20, C21, C22, C23, C24, C25, C26, 
C27. 
Reliability 
 
Scale: Experience of Igbe 
 
Case Processing Summary 
 N % 
Cases 
Valid 9 81.8 
Excludeda 2 18.2 
Total 11 100.0 
a. Listwise deletion based on all variables in the procedure. 
 
Reliability Statistics 
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Cronbach's Alpha Cronbach's Alpha 
Based on 
Standardized Items 
N of Items 
.908 .899 27 
 
Item Statistics 
 Mean Std. Deviation N 
C1 3.7778 .97183 9 
C2 4.3333 .70711 9 
C3 3.3333 1.32288 9 
C4 3.5556 1.01379 9 
C5 3.5556 1.13039 9 
C6 3.3333 .86603 9 
C7 3.6667 1.41421 9 
C8 4.0000 1.32288 9 
C9 3.1111 1.36423 9 
C10 3.5556 1.33333 9 
C11 3.2222 1.48137 9 
C12 2.6667 1.00000 9 
C13 3.2222 1.48137 9 
C14 4.1111 1.26930 9 
C15 3.5556 1.13039 9 
C16 2.6667 1.11803 9 
C17 3.1111 1.26930 9 
C18 2.8889 1.26930 9 
C19 2.6667 1.41421 9 
C20 3.3333 1.00000 9 
C21 2.3333 1.32288 9 
C22 2.5556 1.23603 9 
C23 3.4444 1.50923 9 
C24 3.6667 .86603 9 
C25 3.1111 .92796 9 
C26 2.8889 1.36423 9 
C27 2.6667 1.22474 9 
 
Summary Item Statistics 
 Mean Minimum Maximum Range Maximum / Minimum Variance N of Items 
Item Means 3.272 2.333 4.333 2.000 1.857 .251 27 
 
Reliability 
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Scale: ALL VARIABLES 
 
Case Processing Summary 
 N % 
Cases 
Valid 9 81.8 
Excludeda 2 18.2 
Total 11 100.0 
a. Listwise deletion based on all variables in the procedure. 
 
Reliability Statistics 
Cronbach's Alpha 
Part 1 
Value .396 
N of Items 21a 
Part 2 
Value .913 
N of Items 20b 
Total N of Items 41 
Correlation Between Forms .535 
Spearman-Brown Coefficient 
Equal Length .697 
Unequal Length .697 
Guttman Split-Half Coefficient .554 
a. The items are: B1, B2, B3, B4, B5, B6, B7, B8, B9, B10, B11, B12, B13, B14, C1, 
C2, C3, C4, C5, C6, C7. 
b. The items are: C8, C9, C10, C11, C12, C13, C14, C15, C16, C17, C18, C19, 
C20, C21, C22, C23, C24, C25, C26, C27. 
Item Statistics 
 Mean Std. Deviation N 
B1 3.4444 1.42400 9 
B2 1.7778 .66667 9 
B3 3.6667 1.11803 9 
B4 3.8889 1.53659 9 
B5 4.1111 1.36423 9 
B6 3.4444 1.23603 9 
B7 4.2222 .66667 9 
B8 2.5556 1.23603 9 
B9 4.4444 .72648 9 
B10 4.3333 .70711 9 
B11 3.7778 .83333 9 
B12 4.2222 1.09291 9 
B13 3.8889 1.26930 9 
B14 2.0000 1.50000 9 
C1 3.7778 .97183 9 
C2 4.3333 .70711 9 
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C3 3.3333 1.32288 9 
C4 3.5556 1.01379 9 
C5 3.5556 1.13039 9 
C6 3.3333 .86603 9 
C7 3.6667 1.41421 9 
C8 4.0000 1.32288 9 
C9 3.1111 1.36423 9 
C10 3.5556 1.33333 9 
C11 3.2222 1.48137 9 
C12 2.6667 1.00000 9 
C13 3.2222 1.48137 9 
C14 4.1111 1.26930 9 
C15 3.5556 1.13039 9 
C16 2.6667 1.11803 9 
C17 3.1111 1.26930 9 
C18 2.8889 1.26930 9 
C19 2.6667 1.41421 9 
C20 3.3333 1.00000 9 
C21 2.3333 1.32288 9 
C22 2.5556 1.23603 9 
C23 3.4444 1.50923 9 
C24 3.6667 .86603 9 
C25 3.1111 .92796 9 
C26 2.8889 1.36423 9 
C27 2.6667 1.22474 9 
 
 
Summary Item Statistics 
 Mean Minimum Maximum Range Maximum / Minimum Variance N of Items 
Item Means 
Part 1 3.587 1.778 4.444 2.667 2.500 .511 21a 
Part 2 3.139 2.333 4.111 1.778 1.762 .235 20b 
Both Parts 3.369 1.778 4.444 2.667 2.500 .419 41 
a. The items are: B1, B2, B3, B4, B5, B6, B7, B8, B9, B10, B11, B12, B13, B14, C1, C2, C3, C4, C5, C6, C7. 
b. The items are: C8, C9, C10, C11, C12, C13, C14, C15, C16, C17, C18, C19, C20, C21, C22, C23, C24, C25, 
C26, C27. 
 
Item-Total Statistics 
 Scale Mean if Item 
Deleted 
Scale Variance if 
Item Deleted 
Corrected Item-Total 
Correlation 
Squared Multiple 
Correlation 
Cronbach's Alpha if 
Item Deleted 
B1 134.6667 422.500 -.618 . .889 
B2 136.3333 394.000 -.230 . .875 
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B3 134.4444 372.028 .350 . .869 
B4 134.2222 360.194 .442 . .867 
B5 134.0000 369.500 .324 . .869 
B6 134.6667 356.000 .661 . .863 
B7 133.8889 377.361 .408 . .869 
B8 135.5556 409.778 -.459 . .884 
B9 133.6667 375.000 .456 . .868 
B10 133.7778 392.444 -.164 . .875 
B11 134.3333 374.750 .400 . .868 
B12 133.8889 366.611 .491 . .866 
B13 134.2222 408.694 -.428 . .884 
B14 136.1111 380.111 .103 . .875 
C1 134.3333 391.500 -.106 . .876 
C2 133.7778 375.444 .453 . .868 
C3 134.7778 348.194 .778 . .860 
C4 134.5556 388.528 -.030 . .875 
C5 134.5556 356.028 .728 . .862 
C6 134.7778 407.694 -.574 . .881 
C7 134.4444 363.028 .433 . .867 
C8 134.1111 353.361 .669 . .862 
C9 135.0000 358.750 .537 . .865 
C10 134.5556 351.778 .696 . .861 
C11 134.8889 357.861 .505 . .865 
C12 135.4444 381.028 .162 . .872 
C13 134.8889 346.861 .712 . .860 
C14 134.0000 361.000 .534 . .865 
C15 134.5556 372.528 .334 . .869 
C16 135.4444 365.028 .517 . .866 
C17 135.0000 351.750 .735 . .861 
C18 135.2222 347.694 .825 . .859 
C19 135.4444 393.778 -.132 . .879 
C20 134.7778 364.194 .607 . .865 
C21 135.7778 346.444 .816 . .859 
C22 135.5556 356.528 .649 . .863 
C23 134.6667 345.750 .719 . .860 
C24 134.4444 372.528 .451 . .868 
C25 135.0000 371.750 .440 . .868 
C26 135.2222 362.194 .468 . .866 
C27 135.4444 354.028 .712 . .862 
 
 
Scale Statistics 
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 Mean Variance Std. Deviation N of Items 
Part 1 75.3333 42.500 6.51920 21a 
Part 2 62.7778 238.194 15.43355 20b 
Both Parts 138.1111 388.361 19.70688 41 
a. The items are: B1, B2, B3, B4, B5, B6, B7, B8, B9, B10, B11, B12, B13, B14, C1, C2, C3, C4, C5, C6, C7. 
b. The items are: C8, C9, C10, C11, C12, C13, C14, C15, C16, C17, C18, C19, C20, C21, C22, C23, C24, C25, C26, C27. 
 
 
  
123 
 
Reliability 
 
Scale: ALL VARIABLES 
 
Case Processing Summary 
 N % 
Cases 
Valid 9 81.8 
Excludeda 2 18.2 
Total 11 100.0 
a. Listwise deletion based on all variables in the procedure. 
 
 
Reliability Statistics 
Cronbach's Alpha Cronbach's Alpha 
Based on 
Standardized Items 
N of Items 
.872 .864 41 
 
 
Item Statistics 
 Mean Std. Deviation N 
B1 3.4444 1.42400 9 
B2 1.7778 .66667 9 
B3 3.6667 1.11803 9 
B4 3.8889 1.53659 9 
B5 4.1111 1.36423 9 
B6 3.4444 1.23603 9 
B7 4.2222 .66667 9 
B8 2.5556 1.23603 9 
B9 4.4444 .72648 9 
B10 4.3333 .70711 9 
B11 3.7778 .83333 9 
B12 4.2222 1.09291 9 
B13 3.8889 1.26930 9 
B14 2.0000 1.50000 9 
C1 3.7778 .97183 9 
C2 4.3333 .70711 9 
C3 3.3333 1.32288 9 
C4 3.5556 1.01379 9 
C5 3.5556 1.13039 9 
C6 3.3333 .86603 9 
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C7 3.6667 1.41421 9 
C8 4.0000 1.32288 9 
C9 3.1111 1.36423 9 
C10 3.5556 1.33333 9 
C11 3.2222 1.48137 9 
C12 2.6667 1.00000 9 
C13 3.2222 1.48137 9 
C14 4.1111 1.26930 9 
C15 3.5556 1.13039 9 
C16 2.6667 1.11803 9 
C17 3.1111 1.26930 9 
C18 2.8889 1.26930 9 
C19 2.6667 1.41421 9 
C20 3.3333 1.00000 9 
C21 2.3333 1.32288 9 
C22 2.5556 1.23603 9 
C23 3.4444 1.50923 9 
C24 3.6667 .86603 9 
C25 3.1111 .92796 9 
C26 2.8889 1.36423 9 
C27 2.6667 1.22474 9 
 
 
 
 
Factor Analysis 
 
Communalities 
 Initial Extraction 
B1 1.000 1.000 
B2 1.000 1.000 
B3 1.000 1.000 
B4 1.000 1.000 
B5 1.000 1.000 
B6 1.000 1.000 
B7 1.000 1.000 
Summary Item Statistics 
 Mean Minimum Maximum Range Maximum / Minimum Variance N of Items 
Item Means 3.369 178 4.444 2.667 2.500 .419 41 
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B8 1.000 1.000 
B9 1.000 1.000 
B10 1.000 1.000 
B11 1.000 1.000 
B12 1.000 1.000 
B13 1.000 1.000 
B14 1.000 1.000 
C1 1.000 1.000 
C2 1.000 1.000 
C3 1.000 1.000 
C4 1.000 1.000 
C5 1.000 1.000 
C6 1.000 1.000 
C7 1.000 1.000 
C8 1.000 1.000 
C9 1.000 1.000 
C10 1.000 1.000 
C11 1.000 1.000 
C12 1.000 1.000 
C13 1.000 1.000 
C14 1.000 1.000 
C15 1.000 1.000 
C16 1.000 1.000 
C17 1.000 1.000 
C18 1.000 1.000 
C19 1.000 1.000 
C20 1.000 1.000 
C21 1.000 1.000 
C22 1.000 1.000 
C23 1.000 1.000 
C24 1.000 1.000 
C25 1.000 1.000 
C26 1.000 1.000 
C27 1.000 1.000 
Extraction Method: Principal Component 
Analysis. 
 
 
Total Variance Explained 
Component Initial Eigenvalues Extraction Sums of Squared Loadings 
Total % of Variance Cumulative % Total % of Variance Cumulative % 
1 13.260 32.342 32.342 13.260 32.342 32.342 
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2 8.238 20.092 52.434 8.238 20.092 52.434 
3 6.671 16.271 68.705 6.671 16.271 68.705 
4 5.064 12.351 81.056 5.064 12.351 81.056 
5 2.954 7.204 88.260 2.954 7.204 88.260 
6 1.810 4.415 92.675 1.810 4.415 92.675 
7 1.806 4.404 97.079 1.806 4.404 97.079 
8 1.198 2.921 100.000 1.198 2.921 100.000 
9 9.659E-016 2.356E-015 100.000    
10 7.958E-016 1.941E-015 100.000    
11 7.513E-016 1.832E-015 100.000    
12 6.677E-016 1.629E-015 100.000    
13 5.532E-016 1.349E-015 100.000    
14 5.092E-016 1.242E-015 100.000    
15 4.643E-016 1.132E-015 100.000    
16 3.839E-016 9.363E-016 100.000    
17 2.843E-016 6.934E-016 100.000    
18 2.466E-016 6.015E-016 100.000    
19 2.006E-016 4.893E-016 100.000    
20 1.977E-016 4.822E-016 100.000    
21 1.126E-016 2.748E-016 100.000    
22 1.085E-016 2.647E-016 100.000    
23 5.160E-017 1.259E-016 100.000    
24 -1.732E-017 -4.224E-017 100.000    
25 -4.549E-017 -1.109E-016 100.000    
26 -7.431E-017 -1.812E-016 100.000    
27 -8.822E-017 -2.152E-016 100.000    
28 -1.155E-016 -2.817E-016 100.000    
29 -1.674E-016 -4.084E-016 100.000    
30 -2.481E-016 -6.051E-016 100.000    
31 -2.650E-016 -6.464E-016 100.000    
32 -2.717E-016 -6.627E-016 100.000    
33 -3.208E-016 -7.825E-016 100.000    
34 -3.784E-016 -9.230E-016 100.000    
35 -3.981E-016 -9.710E-016 100.000    
36 -4.541E-016 -1.108E-015 100.000    
37 -6.280E-016 -1.532E-015 100.000    
38 -6.582E-016 -1.605E-015 100.000    
39 -8.231E-016 -2.007E-015 100.000    
40 -8.633E-016 -2.106E-015 100.000    
41 -1.151E-015 -2.808E-015 100.000    
Extraction Method: Principal Component Analysis. 
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Component Matrixa 
 Component 
1 2 3 4 5 6 7 8 
B1 -.658 .170 -.521 .207 .136 .275 .342 .112 
B2 -.197 -.678 .216 .636 .099 .034 -.194 -.036 
B3 .574 -.383 -.081 -.203 -.389 .266 .460 -.203 
B4 .219 .496 .593 .307 .499 -.002 .108 -.023 
B5 .126 .302 .701 .300 .551 -.066 -.003 -.058 
B6 .761 -.434 .396 .122 -.135 .188 .060 .064 
B7 .295 .783 .402 -.339 -.135 .008 -.054 -.043 
B8 -.609 .281 .070 .581 .267 -.364 .047 -.033 
B9 .300 .864 .186 .127 -.071 -.327 .012 .013 
B10 -.144 -.087 .734 -.418 -.237 .194 .313 -.259 
B11 .332 .062 .838 -.230 .025 .296 .207 -.016 
B12 .302 .673 .214 .175 .092 .258 .532 -.148 
B13 -.583 .326 -.041 .564 -.082 .365 -.129 .278 
B14 .420 -.359 .091 -.691 -.034 -.431 -.121 -.090 
C1 -.354 .371 .668 .470 .187 .149 -.061 -.097 
C2 .303 .823 .298 -.124 .042 -.156 -.130 .289 
C3 .828 -.197 .311 .056 .010 .179 -.138 .353 
C4 -.008 .394 .141 -.705 .262 -.114 .216 .447 
C5 .792 -.152 -.055 .438 -.311 .176 -.006 .163 
C6 -.427 -.325 -.323 -.590 .408 .271 -.113 .078 
C7 .681 -.335 -.613 -.075 .172 -.055 .092 -.038 
C8 .744 -.248 .003 .513 -.185 -.116 .189 .193 
C9 .646 -.528 .249 -.044 .461 .164 .014 -.020 
C10 .719 -.319 .432 .432 .020 -.082 .024 .013 
C11 .549 -.212 .502 .395 -.228 -.302 .240 .209 
C12 .311 -.772 .001 .142 .512 .117 -.098 .043 
C13 .766 .251 -.417 .219 -.226 .168 .154 .163 
C14 .443 .815 .012 -.198 .054 .161 -.208 -.167 
C15 .399 .396 .327 -.608 -.293 .130 -.256 .199 
C16 .616 -.238 .179 .018 -.039 .336 -.604 -.229 
C17 .820 .174 -.505 .193 -.028 -.056 -.041 .008 
C18 .815 .181 -.159 .363 .216 -.212 -.177 -.150 
C19 -.228 .604 .224 .313 -.480 .106 -.322 -.299 
C20 .598 .613 -.502 .017 .089 -.062 .014 -.052 
C21 .875 .030 .018 -.256 .348 .050 .112 -.180 
C22 .778 -.127 .464 -.248 -.253 -.161 -.104 .020 
C23 .792 .180 -.481 .180 -.112 .246 -.046 .035 
C24 .369 .619 -.456 -.022 .431 .193 .141 -.171 
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C25 .415 .612 -.570 .006 .132 .197 -.213 .161 
C26 .641 .111 -.582 .112 -.189 -.312 .153 -.264 
C27 .825 -.205 .010 -.215 .461 -.111 -.064 -.040 
Extraction Method: Principal Component Analysis. 
a. 8 components extracted. 
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Appendix F: Statistical output of Post Field 
 
Scale: ALL VARIABLES 
 
Case Processing Summary 
 N % 
Cases 
Valid 1217 76.1 
Excludeda 383 23.9 
Total 1600 100.0 
a. Listwise deletion based on all variables in the 
procedure. 
Reliability Statistics 
Cronbach's Alpha Cronbach's Alpha 
Based on 
Standardized 
Items 
N of Items 
.950 .952 51 
 
Item Statistics 
 Mean Std. Deviation N 
B1 3.1824 1.43772 1217 
B2 2.6270 1.38680 1217 
B3 3.1627 1.19407 1217 
B4 3.2827 1.25943 1217 
B5 3.3796 1.21484 1217 
B6 3.1660 1.28134 1217 
B7 3.4191 1.24746 1217 
B8 2.6475 1.19751 1217 
B9 3.3492 1.24756 1217 
B10 3.1569 1.44158 1217 
B11 3.4478 1.19996 1217 
B12 3.6557 1.32124 1217 
B13 2.8118 1.37587 1217 
B14 3.0263 1.33930 1217 
C1 3.3862 1.28006 1217 
C2 3.5801 1.22891 1217 
C3 3.1890 1.17419 1217 
C4 3.5555 1.14439 1217 
C5 3.5390 1.13207 1217 
C6 2.9934 1.23009 1217 
C7 3.3706 1.06216 1217 
C8 3.4634 .99614 1217 
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C9 3.4067 .99657 1217 
C10 3.2087 1.07643 1217 
C11 3.1504 1.17032 1217 
C12 3.3500 1.35933 1217 
C13 3.1011 1.11677 1217 
C14 3.4840 1.21732 1217 
C15 3.3681 1.35272 1217 
C16 3.0501 1.13263 1217 
C17 3.0452 1.23694 1217 
C18 2.9219 1.36918 1217 
C19 3.3114 1.19586 1217 
C20 3.2383 1.19927 1217 
C22 3.0501 1.19825 1217 
C23 3.0518 1.23934 1217 
C24 3.4412 1.07684 1217 
C25 3.3114 1.19517 1217 
C26 3.2235 1.08640 1217 
C27 3.3689 1.33935 1217 
C28 3.3032 1.30066 1217 
D1 3.2859 1.22692 1217 
D2 3.5333 .95753 1217 
D3 3.6697 .93858 1217 
D4 3.9334 1.03381 1217 
D5 3.6894 1.11309 1217 
D6 3.7732 .84750 1217 
D7 3.6820 1.14849 1217 
D8 3.5744 1.04091 1217 
D9 3.6869 .95874 1217 
D10 3.8176 1.18499 1217 
 
Summary Item Statistics 
 Mean Minimum Maximum Range Maximum / 
Minimum 
Variance N of Items 
Item Means 3.322 2.627 3.933 1.306 1.497 .078 51 
 
Scale Statistics 
Mean Variance Std. Deviation N of Items 
169.4240 1058.420 32.53337 51 
 
Frequencies 
Statistics 
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 Sex Education Age occupation marital status religion denomination 
N 
Valid 1540 1523 1496 1444 1514 1539 1048
Missing 60 77 104 156 86 61 552
Mean 1.3266 3.3815 39.2032 2.7368 1.7490 1.1137 1.6527
Std. Deviation .46913 .99386 14.41790 1.08668 .75069 .47232 .69352
Variance .220 .988 207.876 1.181 .564 .223 .481
Minimum 1.00 1.00 19.00 1.00 1.00 1.00 1.00
Maximum 2.00 4.00 80.00 4.00 5.00 4.00 4.00
 
Frequency Table 
 
Sex 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Male 1037 64.8 67.3 67.3 
Female 503 31.4 32.7 100.0 
Total 1540 96.3 100.0  
Missing System 60 3.8   
Total 1600 100.0   
 
Education 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
no formal 151 9.4 9.9 9.9 
primary 119 7.4 7.8 17.7 
secondary 251 15.7 16.5 34.2 
tertiary 1002 62.6 65.8 100.0 
Total 1523 95.2 100.0  
Missing System 77 4.8   
Total 1600 100.0   
Age 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
19.00 26 1.6 1.7 1.7 
20.00 28 1.8 1.9 3.6 
21.00 14 .9 .9 4.5 
22.00 89 5.6 5.9 10.5 
23.00 12 .8 .8 11.3 
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24.00 63 3.9 4.2 15.5 
25.00 68 4.3 4.5 20.1 
26.00 30 1.9 2.0 22.1 
27.00 62 3.9 4.1 26.2 
28.00 12 .8 .8 27.0 
29.00 63 3.9 4.2 31.2 
30.00 50 3.1 3.3 34.6 
31.00 27 1.7 1.8 36.4 
32.00 24 1.5 1.6 38.0 
33.00 39 2.4 2.6 40.6 
34.00 38 2.4 2.5 43.1 
35.00 110 6.9 7.4 50.5 
36.00 2 .1 .1 50.6 
37.00 43 2.7 2.9 53.5 
38.00 14 .9 .9 54.4 
39.00 38 2.4 2.5 57.0 
40.00 66 4.1 4.4 61.4 
41.00 25 1.6 1.7 63.0 
42.00 26 1.6 1.7 64.8 
43.00 10 .6 .7 65.4 
44.00 40 2.5 2.7 68.1 
45.00 42 2.6 2.8 70.9 
46.00 26 1.6 1.7 72.7 
47.00 39 2.4 2.6 75.3 
48.00 26 1.6 1.7 77.0 
49.00 38 2.4 2.5 79.5 
50.00 12 .8 .8 80.3 
52.00 2 .1 .1 80.5 
53.00 11 .7 .7 81.2 
54.00 26 1.6 1.7 83.0 
55.00 6 .4 .4 83.4 
56.00 32 2.0 2.1 85.5 
57.00 12 .8 .8 86.3 
58.00 20 1.3 1.3 87.6 
60.00 26 1.6 1.7 89.4 
61.00 26 1.6 1.7 91.1 
62.00 12 .8 .8 91.9 
63.00 14 .9 .9 92.8 
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64.00 1 .1 .1 92.9 
65.00 18 1.1 1.2 94.1 
66.00 1 .1 .1 94.2 
67.00 11 .7 .7 94.9 
70.00 27 1.7 1.8 96.7 
71.00 14 .9 .9 97.7 
74.00 13 .8 .9 98.5 
78.00 11 .7 .7 99.3 
80.00 11 .7 .7 100.0 
Total 1496 93.5 100.0  
Missing System 104 6.5   
Total 1600 100.0   
 
occupation 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
farming 284 17.8 19.7 19.7 
Civil Servant 240 15.0 16.6 36.3 
student 492 30.8 34.1 70.4 
others 428 26.8 29.6 100.0 
Total 1444 90.3 100.0  
Missing System 156 9.8   
Total 1600 100.0   
 
marital status 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
single 535 33.4 35.3 35.3 
married 910 56.9 60.1 95.4 
separated 26 1.6 1.7 97.2 
widow(er) 43 2.7 2.8 100.0 
Total 1514 94.6 100.0  
Missing System 86 5.4   
Total 1600 100.0   
 
religion 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid christianity 1445 90.3 93.9 93.9 
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islam 26 1.6 1.7 95.6 
african traditional religion 55 3.4 3.6 99.2 
others 13 .8 .8 100.0 
Total 1539 96.2 100.0  
Missing System 61 3.8   
Total 1600 100.0   
 
denomination 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
catholic 482 30.1 46.0 46.0 
pentecostal 463 28.9 44.2 90.2 
protestant 88 5.5 8.4 98.6 
others 15 .9 1.4 100.0 
Total 1048 65.5 100.0  
Missing System 552 34.5   
Total 1600 100.0   
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have you have any knowledge of igbe 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
much 637 39.8 43.5 43.5 
little 725 45.3 49.6 93.1 
not at all 101 6.3 6.9 100.0 
Total 1463 91.4 100.0  
Missing System 137 8.6   
Total 1600 100.0   
 
 
Regression 
 
Hypothesis 1 
 
Variables Entered/Removeda 
Model Variables Entered Variables 
Removed 
Method 
1 
Igbe Religious 
Practiceb 
. Enter 
a. Dependent Variable: Development of Mental Illness 
b. All requested variables entered. 
 
Model Summary 
Model R R Square Adjusted R 
Square 
Std. Error of the 
Estimate 
1 .553a .306 .305 2.32349 
a. Predictors: (Constant), Igbe Religious Practice 
 
ANOVAa 
Model Sum of Squares df Mean Square F Sig. 
1 
Regression 3189.727 1 3189.727 590.845 .000b 
Residual 7234.106 1340 5.399   
Total 10423.833 1341    
a. Dependent Variable: Development of Mental Illness 
b. Predictors: (Constant), Igbe Religious Practice 
 
Coefficientsa 
Model Unstandardized Coefficients Standardized 
Coefficients 
t Sig. 
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B Std. Error Beta 
1 
(Constant) 5.964 .266  22.419 .000 
Igbe Religious Practice .071 .003 .553 24.307 .000 
a. Dependent Variable: Development of Mental Illness 
 
 
T-Test 
 
Hypothesis 2 
 
Group Statistics 
 Age Category N Mean Std. Deviation Std. Error Mean 
Development of Mental Illness 
Young 612 12.0065 2.59484 .10489 
Old 749 12.6061 2.80346 .10244 
 
 
Independent Samples Test 
 Levene's Test 
for Equality of 
Variances 
t-test for Equality of Means 
F Sig. t df Sig. 
(2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
Development 
of Mental 
Illness 
Equal 
variances 
assumed 
8.947 .003 
-
4.058 
1359 .000 -.59961 .14776 -.88946 -.30975 
Equal 
variances 
not 
assumed 
  
-
4.090 
1338.054 .000 -.59961 .14661 -.88722 -.31199 
 
 
Crosstabs 
 
Hypothesis 3 
 
NPar Tests 
 
Descriptive Statistics 
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 N Mean Std. Deviation Minimum Maximum 
Influence of Igbe on other tribes 1545 3.2194 1.31271 1.00 5.00 
Development of Mental Illness 1441 12.2998 2.77770 7.00 18.00 
 
 
Chi-Square Test 
 
Frequencies 
 
Influence of Igbe on other tribes 
 Observed N Expected N Residual 
1.00 183 309.0 -126.0 
2.00 337 309.0 28.0 
3.00 295 309.0 -14.0 
4.00 418 309.0 109.0 
5.00 312 309.0 3.0 
Total 1545   
 
Development of Mental Illness 
 Observed N Expected N Residual 
7.00 89 120.1 -31.1 
8.00 36 120.1 -84.1 
9.00 135 120.1 14.9 
10.00 166 120.1 45.9 
11.00 128 120.1 7.9 
12.00 127 120.1 6.9 
13.00 275 120.1 154.9 
14.00 174 120.1 53.9 
15.00 129 120.1 8.9 
16.00 62 120.1 -58.1 
17.00 92 120.1 -28.1 
18.00 28 120.1 -92.1 
Total 1441   
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Test Statistics 
 Influence of Igbe 
on other tribes 
Development of 
Mental Illness 
Chi-Square 93.029a 417.251b 
df 4 11 
Asymp. Sig. .000 .000 
a. 0 cells (.0%) have expected frequencies less than 5. 
The minimum expected cell frequency is 309.0. 
b. 0 cells (.0%) have expected frequencies less than 5. 
The minimum expected cell frequency is 120.1. 
 
T-Test 
Hypothesis 4 
Group Statistics 
 Sex N Mean Std. Deviation Std. Error Mean 
Development of Mental Illness 
Male 909 12.6469 2.62226 .08697 
Female 490 11.7857 3.01953 .13641 
 
 
Independent Samples Test 
 Levene's Test 
for Equality of 
Variances 
t-test for Equality of Means 
F Sig. t df Sig. 
(2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
Development 
of Mental 
Illness 
Equal 
variances 
assumed 
23.922 .000 5.552 1397 .000 .86115 .15512 .55686 1.16544 
Equal 
variances 
not 
assumed 
  
5.323 888.347 .000 .86115 .16178 .54364 1.17866 
 
 
Univariate Analysis of Variance 
 
Hypothesis 5 
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Between-Subjects Factors 
 Value Label N 
Sex 
1.00 Male 868 
2.00 Female 486 
Age Category 
1.00 Young 606 
2.00 Old 748 
 
Descriptive Statistics 
Dependent Variable: Development of Mental Illness 
Sex Age Category Mean Std. Deviation N 
Male 
Young 12.0526 2.38281 361 
Old 13.0493 2.52253 507 
Total 12.6348 2.51254 868 
Female 
Young 11.9388 2.91131 245 
Old 11.6763 3.12967 241 
Total 11.8086 3.02130 486 
Total 
Young 12.0066 2.60767 606 
Old 12.6070 2.80525 748 
Total 12.3383 2.73396 1354 
 
 
Levene's Test of Equality of Error Variancesa 
Dependent Variable: Development of Mental Illness 
F df1 df2 Sig. 
15.674 3 1350 .000 
Tests the null hypothesis that the error variance of the 
dependent variable is equal across groups. 
a. Design: Intercept + Sex + Agecategory + Sex * 
Agecategory 
 
Tests of Between-Subjects Effects 
Dependent Variable: Development of Mental Illness 
Source Type III Sum of 
Squares 
df Mean Square F Sig. Partial Eta 
Squared 
Corrected Model 430.474a 3 143.491 20.006 .000 .043 
Intercept 182938.769 1 182938.769 25506.293 .000 .950 
Sex 170.396 1 170.396 23.757 .000 .017 
Agecategory 41.556 1 41.556 5.794 .016 .004 
Sex * Agecategory 122.199 1 122.199 17.038 .000 .012 
Error 9682.604 1350 7.172    
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Total 216236.000 1354     
Corrected Total 10113.078 1353     
a. R Squared = .043 (Adjusted R Squared = .040) 
 
Estimated Marginal Means 
 
1. Sex 
Dependent Variable: Development of Mental Illness 
Sex Mean Std. Error 95% Confidence Interval 
Lower Bound Upper Bound 
Male 12.551 .092 12.370 12.732 
Female 11.808 .121 11.569 12.046 
 
2. Age Category 
Dependent Variable: Development of Mental Illness 
Age Category Mean Std. Error 95% Confidence Interval 
Lower Bound Upper Bound 
Young 11.996 .111 11.778 12.213 
Old 12.363 .105 12.157 12.568 
 
3. Sex * Age Category 
Dependent Variable: Development of Mental Illness 
Sex Age Category Mean Std. Error 95% Confidence Interval 
Lower Bound Upper Bound 
Male 
Young 12.053 .141 11.776 12.329 
Old 13.049 .119 12.816 13.283 
Female 
Young 11.939 .171 11.603 12.274 
Old 11.676 .173 11.338 12.015 
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Profile Plots 
 
 
 
Correlations 
 
Inter-variable correlation  
 
Descriptive Statistics 
 Mean Std. Deviation N 
Age 39.2032 14.41790 1496 
Igbe Religious Practice 90.3213 21.90573 1463 
Development of Mental Illness 12.2998 2.77770 1441 
 
 
Correlations 
 Age Igbe Religious 
Practice 
Development of 
Mental Illness 
Age 
Pearson Correlation 1 .080** .142** 
Sig. (2-tailed)  .003 .000 
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N 1496 1391 1361 
Igbe Religious Practice 
Pearson Correlation .080** 1 .553** 
Sig. (2-tailed) .003  .000 
N 1391 1463 1342 
Development of Mental Illness 
Pearson Correlation .142** .553** 1 
Sig. (2-tailed) .000 .000  
N 1361 1342 1441 
**. Correlation is significant at the 0.01 level (2-tailed). 
 
 
 
 
